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Preface 


This literature review has succeeded in its central objective of identifying and describing the 
various strategies that have been utilized by the Native people of Canada since the 1970s to achieve 
a more active, participatory role in their own health care delivery. The review has revealed a 
dynamic variety of Native participatory strategies, most of them dating from the 1979 Indian 
Health Policy which added momentum to Canadian health promotion, reaffirmed the Canadian 
endorsement of the Alma-Ata Declaration (World Health Organization) on Primary Health Care 
(PHC), and embodied the view of Canadian Native people that increased Native involvement in 
health care was a fundamental prerequisite to improving Native health status. 


Throughout the 1980s Native community leaders, as well as concerned academics and government 
officials, were virtually unanimous in calling for increased Native involvement in health care in 
order to improve Native health status, which has remained lower than that of other Canadians. 
Major Native health problems, including chronic disease and a high rate of alcohol and drug abuse, 
relate to poverty, oppression, and racism, which implies that the Native people must empower 
themselves in order to obtain better health and social services, better employment opportunities, 
more adequate housing, water supply and sewage disposal systems, and recreational facilities. In 
its submission to the 1980 Federal Inquiry into Indian Health and Health Care in Alert Bay, the 
Nimpkish Indian Band alluded to the need for Native community involvement and empowerment 
in health care: "The root causes of our lack of strength, poor health and alcoholism are directly 
related to the undermining of our spiritual, cultural, and economic self-sufficiency." 


The published material included in this review encompasses journal articles, conference 
proceedings, and government documents, which were located by utilizing bibliographies, tracking 
the references at the end of journal articles, and computer searches using the DOBIS and 
MEDLINE databases at the University of Alberta, as well as the SPIRES database at the Canadian 
Circumpolar Institute. The MEDLINE search, covering the 1970-90 period, was conducted by a 
professional librarian with the W.C. Mackenzie Health Sciences Centre, who experimented with a 
number of key terms until the best possible results were obtained. 


First stage data analysis involved abstracting each of the more than 380 relevant items of literature, 
with the abstract featuring detailed information on objectives, background, methodology, findings, 
and conclusions. Second stage analysis involved coding the abstracts so that similar items of 
literature could be grouped and cross-referenced. A Community Involvement in Health (CIH) 
framework was utilized to assess and interpret the literature. The framework is largely based on 
ideas discussed at a 1985 inter-regional meeting of the World Health Organization, which arrived at 
this definition of CIH: 


A process by which partnership is established between the government and local 
communities in the planning, implementation and utilization of health care activities in order 
to benefit from increased local self-reliance and social control over the infrastructure and 
technology of primary health care. 


CIH, then, is a more dynamic form of PHC, implying empowerment. Empowerment, moreover, 
has become a key concept in both Canadian health promotion and Native health philosophy. This 
framework envisages CIH emerging against the backdrop of PHC structural support, which is 
precisely what Health and Welfare Canada's Medical Services Branch (MSB) has promoted in 
Native communities across Canada for the last 40 years, more successfully in the North than on 
southern reserves, where provincial health care jurisdiction complicates matters. Optimal CIH 
process may be depicted as follows: 
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Formal PHC Structure Optimal CIH Process (Indicator Requirements) 
Support Mechanisms Explicit Native involvement in health, including the existence of 


holistic health empowerment views, as well as adequate national, 
regional, and local programs and resources, both Native and non- 
Native. The Native community mobilizes around and draws upon 
these resources to initiate relevant community health strategies. 


Organization / Personnel Representative, accountable Native health authorities and 
community health committees organize the above strategies to 
create community health centres and programs featuring Native 
professional administrators, Native or transcultural physicians and 
nurses, and Native auxiliary workers, all of whom have clearly 
defined roles. 


Treatment / Effect These community health centres and programs offer culturally 
appropriate curative and preventive activities, which may encompass 
holistic health practices, including the use of traditional medicine. 
The activities are researched and evaluated with respect to improving 
health status, facilitating accessibility, and building CIH 
momentum. 


This review has succeeded in its specific aims of interpreting the participatory strategies with 
respect to primary health care (PHC) and community involvement in health (CIH) indicators; 
considering the relevance of traditional medicine; and assessing the relevant literature in terms of 
gaps and inconsistencies. 


Participatory Strategies. This review has identified over 60 participatory models in the 
Canadian health care literature, including the following: 


1. National Native support mechanisms, such as the National Native Advisory Council on 
Alcohol and Drug Abuse, 


2. Regional Native support mechanisms, such as the Community Health Representatives 
Association of Alberta, 


3. Regional Native health authorities, such as the Cree Regional Board of Health and Social 
Services, 


4. Regional transfer based empowerment approaches, such as the Swampy Cree Tribal Council 
Pre-Transfer Planning Process, 


5. Regional non-transfer based empowerment approaches, such as the Northeast Saskatchewan 
Community Health Development Process, 


6. Local Native health authorities, such as the Blood Tribe Board of Health, and 


7. A variety of local participatory initiatives, including the following: 


a. Large rural or urban Native community health centres, such as Kater! Memorial Hospital 
Centre or Anishnawbe Health Toronto, 


b. Transfer based strategies, such as the Montreal Lake Health Program Transfer Agreement, 


c. Small rural programs, projects, groups, or centres, such as the Hollow Water Reserve 
Group, 


d. Small urban programs, projects, groups, or centres, such as Wasakaw Pisim Native 
Liaison Project (based at the Regina General Hospital), and 


e. Native operated access and training programs, such as the Yellowhead Tribal Council 
Health Development Administration Certificate Program. 


First Nations and Inuit strategies utilize the MSB as a major support mechanism, particularly its 
Community Health Representative Program, National Native Alcohol and Drug Abuse Program, 
Health Program Transfer Initiative, and Indian and Inuit Health Careers Program; while non-Status 
Indians, Métis, and urban Natives draw upon a number of federal, provincial, municipal, private, 
university, and hospital support mechanisms, including the Secretary of State of Canada, Ontario 
Ministry of Health District Health Council Program, Edmonton Board of Health, Donner Canadian 
Foundation, University of Saskatchewan Northern Medical Services Program, and Regina General 
Hospital. 


Whether First Nations, Inuit, non-Status Indian, Métis, or urban Native, many participatory 
models began as informal "committees" when community members decided to take concrete action 
on a particular health care concern. These committees often engage in intersectoral collaboration in 
order to develop innovative programs and projects, and they have the potential for evolving into 
Native health authorities or Native community health centres. 


Anishnawbe Health Toronto (AHT), for example, began in the mid-1970s when a physician and 
dietician developed a Native nutrition outreach project, which achieved momentum in the early 
1980s when urban Cree and Ojibwa and representatives of Native social service agencies 
collaborated to initiate the Native Diabetes Education Program, with funding from the Donner 
Canadian Foundation. By the late 1980s AHT had become a multi-service Native community 
Health Centre substantially funded by the Ontario Ministry of Health District Health Council 
Program. 


Traditional Medicine. Traditional medicine, defined in terms of holistic health empowerment, 
plays a major role in several participatory models, including the Four Worlds Development Project, 
the Alkali Lake Alcohol Prohibition Strategy, the Northeast Saskatchewan Community Health 
Development Process, Battlefords Indian Health Centre, Kater! Memorial Hospital Centre, 
Anishnawbe Health Toronto, Rainbow Lodge Recovery Centre, the Balint Group, the Hollow 
Water Reserve Group, Native Child and Family Services of Toronto, the Native Women's 
Transition Centre, the Northern Baccalaureate Nursing Program, and the Nechi Institute on 
Alcohol and Drug Education. 


At a more specific level, traditional medicine continues to be utilized—in both a sequential and 
concurrent manner—by rural and urban Native people. It has become, moreover,the basis for at 
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least one participatory model, namely the Kenora Native Healers Program, which features what 
appears to be viable collaboration between traditional healers and physicians (who are part of the 
non-official and official health care sectors respectively) at the Lake of the Woods Hospital. 


Literature Assessment. ‘The literature has revealed in a general way how Native people are 
making the transition from an institution centred to a community centred health care system. It has 
not, however, with few exceptions, revealed comprehensive, substantive details as to how they are 
making this important transition or how specific participatory efforts relate to wider regional or 
national efforts. These gaps in the literature suggest the need for case studies and comparative 
research focused directly on health care organizational dynamics, on how Native people are 
effectively building local cultures of health care, on how they are effectively drawing upon support 
mechanisms, and how they are collaborating with each other to construct cross-cultural health care 
structures. Additional research is also needed on the potential role of traditional Native medicine in 
community health care strategies, as Native CIH in Canada continues to build momentum. 


The CIH conceptual framework has proven useful in attempting to create a degree of order out of a 
most interesting but rather chaotic literature. The CIH processual interpretation of PHC has 
allowed a number of "soft" indicator requirements to be put forward, which are implicitly 
addressed in the literature in varying degrees. A fully developed theoretical and practical model of 
Native CIH in Canada is needed to help define appropriate "hard" indicators. It is likely that such a 
model, based as much on political economy as on cultural pluralism, would constitute the 
foundation for a theory of multicultural health care in Canada. 


Finally, this literature review suggests the need for a systematic inventory of major Native 
participatory health care projects in Canada, including information on variables such as history, 
goals, structure, and support mechanisms. Such an inventory would undoubtedly be a valuable 
source of information for Native health authorities and professionals planning CIH empowerment 
in the 1990s, as well as for scholars and government decision makers. 


I. Introduction 


The central objective of this literature review 1s to identify and describe the various strategies tiat 
have been utilized by the Native people of Canada since the 1970s to achieve a more active, 
participatory role in their own health care delivery.! The specific objectives are to assess the 
literature in terms of gaps and inconsistencies, to interpret the participatory strategies with respect 
to primary health care (PHC) and community involvement in health (CIH) indicators, and to 
consider the relevance of traditional medicine. 


While no other comprehensive reviews exist in the literature, there are a number of useful 
overviews. Jackson (1980), for example, provides a working inventory of Native projects 
involving health liaison, nutrition, home care, environmental concerns, and mental and spiritual 
health, most of them in Saskatchewan, Manitoba, and Ontario; while Martin (1982a) provides an 
overview of developments in the North, highlighting the role of community health committees in 
addressing specific concerns related to nutrition, alcohol abuse, and mental health. Bopp's (1985) 
inventory of 27 Native communities which are developing their own health strategies includes the 
Four Worlds Development Project, the Alkali Lake alcohol prohibition endeavor, the Vancouver 
Island Native Infant Program, the Labrador Nutrition Education Improvement Project, the 
Battlefords Indian Health Centre, the Nechi Institute on Alcohol and Drug Education, and the 
Kenora Native Healers Program. 


Whitmore, Garro, and Postl's (1988) overview encompasses the ongoing hiring and training 
of Native personnel by Health and Welfare Canada's Medical Services Branch (MSB); the 
Community Health Representative Program, created nearly 30 years ago by the MSB and now 
almost entirely operated by First Nations through contribution funding agreements; the gradual 
takeover of MSB patient transportation, nursing, dental, and other services by First Nations 
through these agreements; the Special Premedical Studies Program, which was established by the 
University of Manitoba in 1980 for the benefit of the province's Native students; and the MSB's 
1986 Health Program Transfer Initiative, which has allowed a number of First Nations to gain a 
measure of administrative control over their own health care delivery. 


Clearly, Native community involvement in health care in Canada is a dynamic, multifaceted 
phenomenon. It has, in fact, generated a diverse, multidisciplinary literature over the last 15 years, 
one that demands judicious synthesis. 


Methodology 


The methodology outlined below is based on Cooper, who argues that "locating and integrating 
separate research projects involves inferences as central to the validity of knowledge as the 
inferences involved in primary data interpretation" (1984: 10). 


The items of literature were collected from several different sources in order to control possible 
bias of any one source. The published material includes journal articles, conference proceedings, 
and government documents, which were retrieved by utilizing bibliographies, tracking the 
references of journal articles, and computer searching. Bibliographies on the topic of Native 
community involvement in health care in Canada are rare, but a useful one was the August 1989 
"Alberta Region, Medical Services Branch, Health and Welfare Canada, Transfer / Health Careers 
Bibliography." 


Computer searching entailed using the DOBIS and MEDLINE data bases at the University of 
Alberta, as well as the SPIRES data base at the Canadian Circumpolar Institute (formerly the 
Boreal Institute for Northern Studies). The MEDLINE search, covering the 1970-90 period, was 
conducted by W.C. Mackenzie Health Sciences Centre librarian, Leslie Sutherland, who utilized 
key terms such as Indians, Inuit, North America, Canada, Public Policy, Health Policy, Health 
Services, Health Planning, Health and Transfer, and Medical Pluralism. Ms Sutherland also used 
combinations of these terms, and "exploded" some of them to include numerous sub-areas—Health 
Services, for example, was exploded to include Community Health Services, Consumer 
Participation, Indigenous, Preventive Health Services, Primary Nursing Care, and Health 
Education. Ms Sutherland also did some computer searching on the SSCI data base, but found the 
items retrieved to have been superseded by MEDLINE. 


Items retrieved from the computer searches were judged to be of possible relevance by 
inspecting their titles and / or by scrutinizing their contents. For instance, an article retrieved 
through MEDLINE entitled "Validity and Reproducibility of a Screening Examination for 
Neurological Abnormality in Persons Exposed to Methylmercury" was immediately deemed 
irrelevant, whereas an article entitled "Correlates of Health-Care Use: Inuit and Cree of Northern 
Quebec" was deemed irrelevant only after a careful reading, although tracking the references of this 
article led to the highly relevant Salisbury (1986) publication. Unpublished material was obtained 
from the Canadian Circumpolar Institute, which has a collection of reports dating from 1977 that 
deal with Native issues, and from the Native organizations, government agencies, and academics 
acknowledged in this review. Published or unpublished material was deemed irrelevant if it did not 
address the topic of Native community involvment in health care in Canada. 


First stage data analysis involved abstracting each relevant item of literature, with the abstract 
featuring information on objectives, methodology, findings, and conclusions. An item such as 
Assembly of First Nations (1987), a critique of the Community Health Representative Program, 
required a substantial 500-word abstract, whereas an item such as Yellowdirt (1989), an account of 
some of the author's experiences as a community health liaison worker for the Alberta Indian 
Health Care Commission, required a more compact abstract. Items of literature which were 
provided with substantial abstracts were considered to be "prototypical" for the purposes of data 
assessment and interpretation. Second stage analysis involved coding the abstracts so that similar 
items of literature could be grouped together and that similar information occurring across a 
number of different items could be drawn together. Assembly of First Nations (1987), for 
instance, was given a major coding of Native Views on Community Participation in Health Care, 
which allowed it to be grouped with items such as Alberta Indian Health Care Commission (1989a) 
and Swampy Cree Tribal Council (1990a), and a minor coding of Community Health 
Representatives, which allowed the information it contains to be linked with similar information in 
otherwise dissimilar items such as Hayes (1983) and Cardenas and Lucarz (1985). | 


Moving beyond data analysis to assessment and interpretation requires an appropriate 
conceptual framework, but before developing such a framework some necessary background 
information is presented. 


II Community Participation in Health Care 


Since the 1970's Health and Welfare Canada, the World Health Organization, the Canadian Native 
community, and the Canadian health care literature have been moving toward the theory and 
practice of community participation in health care. 


Canadian Health Promotion 


The first major policy statement on community participation in health care (Lalonde 1974) argues 
that since chronic diseases and accidents, which have a strong psychological component, were 
rapidly becoming the major health problems of Canadians, individuals must alter their lifestyles to 
achieve health rather than remain dependent upon physicians and hospitals. Subsequently, Health 
and Welfare Canada established a Health Promotion Directorate—the first of its kind in the world— 
and introduced national programs aimed at reducing health risks (reducing the use of tobacco and 
alcohol was a priority) and supporting community health services. | 


By the mid-1980s, however, the rising cost of physician and hospital based health care was 
being substantially criticized (Jackson 1985), as was the minimal development of community 
health services (Randle 1986). The Canadian Nurses Association criticized the government for 
continuing to manifest a "bias toward secondary and tertiary care rather than primary care. . . it 1s 
easier to point to new body scanners or hospitals than to houses for the elderly, more community 
nurses, health promotion, frequency of preventive hospitalization, longer periods of well-being, or 
shorter recovery periods" (1988: 16). Health and Welfare Canada, for its part, was attempting to 
build health promotion momentum in the mid-1980s. Indeed, Achieving Health for All: A 
Framework for Health Promotion envisages health as a "resource which gives people the ability to 
manage and even to change their surroundings. This view of health recognizes freedom of choice 
and emphasizes the role of individuals and communities in defining what health means to them" 
(Epp 1986: 3). This framework emphasizes the cost effectiveness of reducing inequalities, 
increasing prevention, and enhancing people's ability to cope, and it recognizes the need for 
community empowerment in health care and for research on strategies aimed at increasing such 
empowerment (Labonte 1987; Health and Welfare Canada 1988a, 1989a). 


Reviewing the community health care literature, Neufeldt (1989)—who does not discuss 
Canadian Native developments—concludes that a major knowledge gap remains with respect to 
how to move away from an institution centered health care system. 


Alma-Ata and Primary Health Care 


The 1978 World Health Organization Alma-Ata Declaration, signed by 134 countries, including 
Canada, defined health as "a state of complete physical, mental and social well-being, and not 
merely the absence of disease" perceiving it to be "a fundamental human right" (World Health 
Organization 1978: 2). Alma-Ata envisages primary health care (PHC) as the key to "Health for All 
by the Year 2000," with PHC having to do with the effective provision of nutritious food, safe 
water, basic sanitation facilities, maternal and child care, immunization, essential medication, local 
disease control and treatment, and health education, all of which require appropriately trained teams 
of physicians, nurses, and community health workers, as well as effective intersectoral 
collaboration, implying coordination and, ultimately, an "integrated district health system." Why 
the need for PHC? Mahler (1981) forcefully points out that in developing countries 80 percent of 
the population does not have access to basic health services on a permanent basis and that the few 
resources allocated to health care are mainly for the benefit of the wealthy. 


Reviewing Canada's performance in implementing PHC since Alma-Ata, Spasoff and Hancock 
(1990) indicate that there is little effective intersectoral collaboration and coordination, except to 
some extent in Quebec, which has an integrated regional health council system. Canada's Health 
Promotion Directorate, however, has established the Strengthening Community Health Secretariat 
and the Canadian Healthy Communities Project. The Toronto Public Health Department, 
moreover, has being moving toward health promotion, developing a Multicultural Health Coalition 
and initiating a series of Healthy Toronto 2000 community workshops. As for the Native people: 
"It is well recognized that health services will not provide the answers to their health problems, 
although a recent decision to turn over the management of such services to the communities 
themselves is a promising step. These populations present both a challenge and an opportunity for 
health promotion in the widest sense" (1990: 51). 


Toward Community Involvement in Health 


Oakley, reporting on World Health Organization discussions held in 1985, defines community 
involvement in health (CIH) as "a process by which partnership is established between the 
government and local communities in the planning, implementation and utilization of health care 
activities in order to benefit from increased local self-reliance and social control over the 
infrastructure and technology of primary health care" (1989: 13). In terms of this definition, CIH is 
a more processual concept than PHC. It also implies empowerment. 


Empowerment, as indicated above, has become a key concept in the rhetoric of Canadian health 
promotion. Empowerment, in the recent World Health Organization endorsement of the statement 
"Alma-Ata Affirmed at Riga," is viewed as both necessary and problematic: 


Community empowerment has had difficulty winning a place in the international taxonomy of 
words and ideas. Slowly, there has emerged a widespread insistence that health must be 
people-centered, and that caution must be exercised in promoting health services and 
programmes that are imposed on people from outside or from above. Despite the recognition of 
this principle, it is proving difficult to build into health programmes genuine examples of 
community participation in programme planning, implementation, management and evaluation. 
That being said,there are also enough models or prototypes of such full participation to serve as 
encouraging examples from which others might learn (1988: 137, emphasis added). 


A number of Native and non-Native authors, including Roedde (1979), Young (1981), 
Spencer (1984), and Mardiros (1987) highlight the potential of PHC in improving the health status 
of Canada's Native people, and others, such as Bopp (1985), Phillips (1988), Clayton (1990), and 
Stout (1991), stress the need for a dynamically empowered PHC, or CIH. Robinson, writing in 
the CIH oriented Canadian Family Physician, points out that "increasingly, PHC workers realize 
that the goal of community participation must be ownership and empowerment by those that 
participate" (1990: 97), and Sarsfield (1988) expresses a similar view. Thus, PHC and CIH are 
not incompatible concepts—indeed, with PHC implying structure and CIH implying process, they 
are integral aspects of the very definition of a participatory model of health care. 


Native CIH Views 


Albert Lightning (1976), recently deceased Native elder and healer from the Hobbema First 
Nation, speaking at the University of Manitoba Native Approaches to Health Conference, referred 
to a prophecy that Native religion, culture, and heritage are being regenerated, or healed, the source 
of such healing being the Great Spirit. George Erasmus, then Grand Chief of the Assembly of 
First Nations (AFN), speaking at the 1989 Health Transfer Forum, attended by numerous 
delegates from Native communities across Canada, linked improved health status with a better 


standard of living: "We die quicker and we don't live as long. When you compound this with 70- 
80 percent unemployment, and tremendous, tremendous lack of housing, not only do we have a 
problem of ‘closing the gap’ in health but we don't know when we ever will have all of the 
housing that we need" (1991: 44). 


One of the 1989 Health Transfer Forum's central conclusions related to empowerment: "For 
the transfer process to succeed, it must empower the First Nations. In order to empower the First 
Nations, the federal government must reaffirm its commitment to the first pillar of the 1979 Indian 
Health Policy” (Union of Ontario Indians and Assembly of First Nations 1991: 35). The first pillar 
of this policy has to do with Native community socioeconomic, cultural, and spiritual 
development, with the other two pillars pertaining to the traditional federal relationship with the 
Native people and the federal commitment to play a more active role in facilitating health care 
(Government of Canada 1979). The policy was in line with Canadian health promotion and 
resulted from the culmination of a dispute during the late 1970s between the MSB and the National 
Indian Brotherhood (NIB), forerunner of the AFN, over the provision of non-insured health care 
benefits to Native people.2 


The NIB, in seeking to establish its own National Commission of Inquiry on Indian Health 
during the late 1970s, offered this argument: "Diseases rooted in an environment of poverty can 
only be conquered by eradicating their physical, social and spiritual origins. . . . Without an 
increased understanding of the principles of health and the root causes of illness, and without 
awareness of the relationship between lifestyle and disease, our people will continue to expect, and 
the ‘health?’ care system will continue to deliver symptomatic palliative treatment only (1978: 6).3 


Michael Amarook (1980), then President of the Inuit Tapirisat of Canada (ITC), speaking at a 
Canadian Labour Congress conference on medicare, emphasized the shortage of physicians and 
nurses in the North. The ITC's more recent health concerns, enunciated at the 7th International 
Congress on Circumpolar Health, include the need for a more preventive approach in dealing with 
alcohol and drug abuse, meningitis, and AIDS, the need for more midwives as a way of reducing 
the evacuation of women to southern cities to give birth, and the need for the educational system to 
prepare young Native people to become health care professionals (Greig 1988). 


The AFN and ITC recommended at a joint conference in the early 1980s that the MSB expand 
the Community Health Representative Program to cover all Native communities; that it allocate 
more resources for the training of Native health professionals, for the development of community 
health committees, and for the development of community mental health projects; that it involve 
Native organizations in health care policy development; and that it support organizations addressing 
the health care needs of urban Native people (National Indian and Inuit Health Conference 1983). 
The Native Council of Canada (1990), representing Canada's non-Status Indians and Métis, many 
of them urban residents, in its presentation at the 8th International Congress on Circumpolar Health 
referred to Native morbidity and mortality in terms of a national health crisis and related the health 
problems of urban Natives to loss of cultural identity, the stress of adapting to an urban 
environment, unemployment, racism, and poor housing.4 


The Indian and Inuit Nurses of Canada (IINC) emphasized at its 1983 annual meeting that 
"health career development is not only crucial from the standpoint of improving the level of health 
among Native people, but also, and more importantly, as a means for Native people to achieve 
greater control over their own health" (1983: 3). The National Indian and Inuit Community Health 
Representative Organization recommended at the 1987 Health Transfer Forum that the MSB 
address the shortage of community health representatives (CHRs) in the North, fill all vacant CHR 
coordinator positions at the MSB zone and regional levels, and provide accredited CHR training. 


These national Native concerns find resonance at the more local and personal levels. The 
Swampy Cree Tribal Council, for example, one of the first tribal councils to participate in the 
Health Program Transfer Initiative, stated at the 8th International Congress on Circumpolar Health 
that the similarities its six federated First Nations share with other Native communities "include 
high unemployment, insufficient housing and community services, and a variety of health 
problems which are severe in comparison to non-Native Canadians. It was the recognition of these 
similarities and the determination to do something about it which led us to look into community- 
controlled health care" (1990b: 2). The Nimpkish Indian Band alluded to inadequate PHC and 
insufficient CIH in its submission to the 1980 Federal Inquiry into Indian Health and Health Care 
in Alert Bay: 


_ The root causes of our lack of strength, poor health and alcoholism are directly related to the 
undermining of our spiritual, cultural, and economic self-sufficiency... . We have presented 
you with the clearest evidence of the incompetence of the local doctor. ... Our people have told 
you, at great personal cost, told you, of those who have died and for whose deaths we hold 
Dr. Pickup responsible... . We have presented you with the clearest evidence of the. . . 
unwillingness of the hospital administration and management to respond to the needs of Indian 
people (1980: 18).5 


L.T. Montour, Medical Director of Kateri Memorial Hospital Centre in the Mohawk 
community of Kahnawake, Quebec, and one of the few Native physicians in Canada, emphasizes 
the need for commitment to the local community when speaking to Native students on career days 
(as reported in Gilmore 1990a: 53), while Brant (1990), one of the few Native psychiatrists in 
Canada, in surveying the views of 600 Native people in Ontario, found that they associated 
psychosocial stress with inadequate housing, lack of employment, absence of recreational 
facilities, and insufficient educational opportunities. Stout (1990), current President of the IINC, in 
referring to the recent disturbances in Kahnawake, Kanehsatake, and Akwesasne, argues that self- 
destructive violence in Native communities is the result of Native people internalizing the 
government initiated structural or physical violence that has been directed against them. 


Steinhauer-Anderson, a Native nurse, argues that two things are needed in order to improve 
Native health care, namely, "monetary control and the authority to assess their own needs and 
develop programs applicable to their community" (1988: 146). Childs (1982), a Native CHR 
working in the MSB Sioux Lookout Zone, indicates that it is important to inform respected elders 
of what is depressing particular community members so that the long process of preventing 
suicide—or healing—can begin. Native students Doxtater and Jones (1978), in remembering their 
childhood experiences of the MSB southern medical clinic system, refer to Third World conditions 
and communication problems with physicians. 


Emerging Biomedical CIH Views 


Young, prominent Sioux Lookout Project epidemiologist—after reviewing Native health care in 
Canada from the Indian Act 1874 (revised in 1951), which provides the legal authority for the 
federal government's jurisdiction over Native people, to the federal White Paper of 1969 which 
suggested that all federal Native services be transferred to the provinces, to the 1979 Indian Health 
Policy, which remains the official policy—argues that since more of the same kinds of services (the 
MSB northern nursing station and southern medical clinic systems) "are unlikely to produce a 
significant improvement in Indian health status, only a major effort by Indians themselves in 
attacking social justice, economic exploitation, and political emasculation can ultimately fulfill the 
goal of the highest attainable standard of health for the Indian people of Canada" (1984: 263). It 


should be noted that in reaction to the soon to be withdrawn federal White Paper, the Indian Chiefs 
of Alberta argued inCitizen Plus, (the Red Paper) that Native people have a right to receive 
complete health care without payment. 


In a subsequent paper, Young offers this characterization of the current health status of 
Canada's Native people: 


The decline in infectious diseases among Indians has stabilized and persisted at a level still 
higher than that experienced by other Canadians. . . . Other 'new' diseases—the chronic, 
degenerative diseases—have slowly but unmistakably been rising in importance... . [There is 
also a] high mortality rate from accidents and violence—a rate that is perhaps unparalleled in the 
world—which 'compete' with the chronic diseases. Unfortunately there is no purely medical 
Strategy which can reduce these largely socially determined conditions... . Scholars have used 
the term ‘Fourth World' to describe the ‘internal colonial’ situation of indigenous people in 
industrialized countries such as Canada (1988a: 668-669). 


This biomedical, sociohistorical view constitutes, in fact, an emerging consensus, supported in 
different ways by numerous authors, including Schaefer (1978), Last (1982), Connop (1983), 
Barnes (1985), Berry (1985), Grescoe (1981), Andrew and Sarsfield (1985), Postl (1986, 1989), 
Scott and Conn (1987), Garro (1988a), Lehtiniem1 and Mundee (1988), Pekeles and the Indian 
and Inuit Health Committee of the Canadian Pediatric Society (1988), Postl and Moffatt (1988), 
Shedden (1988), Irvine (1990), and Musto (1990). While several of these authors use a Third 
World analogy, Young (1983) maintains that the analogy is inappropriate, in part because the MSB 
does provide a relatively large number of essential medical services and supplies. O'Neil (1986) 
develops a more appropriate Fourth World explanatory model, which considers the impact of 
economic and political factors on the causes of disease, on the capacity of people to engage in 
health care activities, and on professional control over the health care system. Such a model implies 
the need for Native participation in, if not control over, Native health care research (Postl 1988; 
Government of the Northwest Territories 1989a; O'Neil and Waldram 1989). 


Frideres (1988) argues that since the Native people constitute both a social class and a cultural 
group, they have had fundamental problems in adjusting to the government biomedical model of 
health care, an implicitly racist model which addresses the symptoms of disease and does little to 
alleviate the underlying housing, sanitation, and employment problems. Other authors, such as 
Garro (1988b) and Sherley-Spiers (1989), detail some of these problems of adjustment, which 
they view as indicating a lack of culturally appropriate health care. 


The Sioux Lookout Project 


The Sioux Lookout Project illustrates, in a general way, that externally imposed PHC without 
internally generated CIH cannot significantly improve health status. The project was founded in 
1968 when the Canadian Pediatric Society (CPS), concerned about poor Native health status, 
decided to work closely with MSB officials in the "recruitment of medical officers to the northern 
service, provision of consultant pediatric services, and design and coordination of research 
programs dealing with such common problems as respiratory disease, anemia, and malnutrition" 
(Bain 1980: 1237). The CPS subsequently established an Indian and Inuit Health Committee, one 
of the few non-governmental, non-Native forums for discussing Native health issues in Canada, 
about which there is little literature. 


The CPS helped facilitate PHC delivery by the University of Toronto in the MSB Sioux 
Lookout Zone of northwestern Ontario, where several thousand Cree and Ojibwa people lived, 
scattered across numerous isolated communities. During the 1970s and 1980s the Sioux Lookout 


Project established a permanent core of physicians at the zone hospital in the town of Sioux 
Lookout, an ever increasing number of nursing stations, nurses, and CHRs, a mental health 
program, a visiting medical specialist system, and sophisticated telemedicine and medical 
evacuation systems. The project is described in somewhat laudatory terms by numerous authors, 
including Bain and Goldthorpe (1972), Goldthorpe (1975), Woods (1975), Dunn et al. (1980), 
Bain (1980, 1982), and Hagen, Casson, and Wilson (1989), although Stymeist (1976) reports that 
the Native people perceive the care offered at the zone hospital as culturally inappropriate, and 
Plaxton et al. (1983) and Titley and Bedard (1986) note the need for a more preventive approach to 
health care. 


One of the project's founders summarizes its 20-year accomplishment as follows: 


Although there has been significant improvement in many of the usual health status indicators, 
most are still significantly worse than the Canadian National Rate... . It seems likely that the 
excess morbidity and mortality cannot be explained on the basis of defects in the health care 
delivery system... . Perhaps the greatest deficiency in the present health care delivery system is 
meaningful input from the Indians themselves... . They must spearhead a move to provide 
better housing, a safe water supply and sewage disposal system, recreational and other 
facilities for their children (Bain 1988: 507-508, emphasis added). 


A similar assessment is offered by Young in Health Care and Cultural Change: The Indian 
Experience in the Central Subarctic (1988b), a comprehensive case study and definitive account of 
health status and health care in the MSB Sioux Lookout Zone.6 Weller and Manga (1988), after 
discussing federal / provincial fragmentation of health care delivery in all of northwestern Ontario, 
including both the MSB Sioux Lookout Zone and Moose Factory Zone (where Queen's University 
delivers PHC), suggest a region wide study of mortality, morbidity, housing needs, employment, 
education, and social services as a necessary first step toward creating a more unified system. 


In January 1989 five members of the Nishnawbe-Aski First Nation initiated a hunger strike 
protesting the plan to amalgamate the adjacent—and dilapidated—federal and provincial hospitals in 
the town of Sioux Lookout, feeling that amalgamation implied denial of the federal government's 
Treaty 7 responsibility for the provision of health care (Canadian Family Physician 1989). The 
resulting Scott McKay Bain Health Panel Inquiry, in itself reminiscent of the one held at Alert Bay 
a decade earlier, found that these Native people were also protesting "years of frustration, 
meaningless consultation, worsening health and deteriorating relations" between Native 
communities and the MSB (as reported in Borsellino 1989a).7 The inquiry recommended 
amalgamation of the two hospitals, as well as increasing the recruitment of medical personnel; 
facilitating cooperation between Native and non-Native people, the MSB and the Department of 
Indian Affairs and Northern Development, and the federal and provincial governments; facilitating 
the development of administrative skills on the part of Native people so that they are prepared to 
assume control over their own health care; increasing Native community interest in provincial 
programs and funding opportunities; and focusing more attention on mental health problems and 
on illnesses associated with alcohol and drug abuse, lifestyle, and aging (as reported in Borsellino 
1989a). 


III Native Participatory Strategies 


The conceptual framework presented here is a general one, intended only as an aid in assessing and 
interpreting the literature on Native community involvement in health care in Canada and in 
elucidating participatory models. The relevant literature is extensive, and largely descriptive. It is 
also fragmentary, in that few comprehensive case studies and broadly comparative studies exist. 


A Framework for Assessment and Interpretation 


The framework represents a community involvement in health (CIH) interpretation of primary 
health care (PHC), that is, a processual interpretation of structure. The framework assumes a PHC 
structural background, which is precisely what the MSB has erected in Native communities across 
Canada since the Second World War, more successfully in the North than in southern Canada, 
where provincial jurisdiction enters into the picture. The MSB Sioux Lookout Zone, as described 
above, exemplifies this PHC structural background. 


Detailed consideration of the adequacy of the PHC structural background is beyond the scope 
of the review, but it should be noted that a number of authors have found inadequacies relating to 
the supply of physicians, nurses, CHRs, and auxiliary health care workers; the presence and 
viability of community health committees and community health centres; the provision of services 
and facilities for Native people with special needs; and the provision of water supply and sanitation 
infrastructures (see, for example, Gordon A. Friesen Health Care Consultants 1975; Remis, 
Stuart, and Gill 1975; Dear 1976; Wenzel 1978; National Indian Brotherhood 1980; Warner and 
Tonkin 1981; Ruderman and Weller 1981a; Resources Management Consultants 1982; Francis 
1985; Hohn 1986; Health and Welfare Canada 1987a; McIntyre and Heinke 1987; Sillet 1988; 
Miles-Tapping 1989). 


The conceptual framework being proposed here dates the emergence of Native CIH in Canada 
to the late 1970s, with the 1979 Indian Health Policy both recognizing and affirming this 
empowerment process. Ruderman and Weller argue—and the argument is applicable to the whole 
of the Native community in Canada—that by 1980 the Keewatin Inuit were no longer"passive 
recipients of whatever health services a distant and paternal government saw fit to provide," 
having become"critical and sophisticated maximizers of social service entitlements" (1981b: 51, 
emphasis added). 


The framework envisages CIH emerging in the context of a PHC structural background 
encompassing three major types of variables: support mechanisms, organization and personnel, 
and treatment and effect (see Table 1). CIH indicator requirements, therefore, are inherently 
processual, having to do with specific kinds and degrees of Native community empowerment. For 
example, the fact that a community health committee exists in a particular locale is a structural 
indicator of PHC, but evidence to the effect that the committee is active (which implies that it is 
innovative, or responsive to community health care needs), accountable to legitimate Native health 
authorities, and representative of the community at large is a processual indicator of CIH. 


The framework allows an extensive, descriptive, fragmentary literature to be reviewed in a 
consistent manner. It also allows the participatory strategies themselves to be interpreted in a 
meaningful manner. The PHC structural background with respect to Native community health care 
in Canada is a well known sociohistorical phenomenon (Young 1984); the heuristic distinction 
between structure and process is based on the well known Donabedian model of health care 
evaluation (Callin and Scherer 1985); and the suggested CIH indicator requirements are based on 
those suggested at an inter-regional meeting of the World Health Organization (Oakley 1989). 


10 


Table 1 


Framework for Assessing and Interpreting Native CIH in Canada 


PHC (Structural) Indicators CIH (Processual) Indicator Requirements 


Support NICCHARICIC exba ew esepedepedeuesioanis conceunceehendeetcrereestuteccsedeorernvuaces 


Health Care Views e Presence and intensity of Native empowerment views 
¢ Presence and intensity of Native CIH views 
e Presence and intensity of holistic health empowerment views 


Programs and Resources e Availability of national, regional, and local programs 
¢ Level and adequacy of resources available from these programs 
¢ Intersectoral collaboration with respect to programs and resources 


Organization Ait: Personnel ease hese cent 4 hed i Gs wee eee recede eeans 


Native Health Authorities ¢ Presence and activity of regional and local Native health authorities 
¢ Accountability to Tribal or Band Councils 
e Representative nature of the Native health authorities 


Community Health Committees ° Presence and activity of community health committees 
Accountability to Native health authorities 
Representative nature of the community health committees 


Community Health Centres! —* Presence and activity of Native professional administrators 
Accountability of administrators to Native health authorities 
Degree of liaison with community health committees 


Health Care Professionals ¢ Presence and activity of Native or transcultural physicians and nurses 
e Presence and activity of Native CHRs and other auxiliary workers 2 
e Appropriateness and effectiveness of professional role definitions 


Treatment and Effect eee sabe ew eee ee we ee ees bee ow ea een een rer wcie 


Health Care Activities ° Cultural appropriateness of curative and preventive activities 
¢ Degree of balance between curative and preventive activities 
¢ Kind and Degree of use of traditional medicine 


Status and Accessibility ° Changes in health status and in accessibility of health services 
Presence of participatory research on health status and accessibility 
Potential of ongoing community involvement in health care 


| Includes local hospitals, nursing stations, and community health clinics 
2 CHRs may include medical interpreters; and auxiliaries include all non-CHR community health care workers 


Source: Based, in part, on Callin and Scherer (1985: 684-685) and Oakley (1989: 62-66) 


1] 


The Participatory Strategies 


The Community Health Representative Program is reviewed first because it is the oldest PHC 
support mechanism in Canada, and the case of the James Bay Cree First Nation second because it 
is the oldest explicitly self-government strategy. National alcohol and drug abuse strategies and 
health program transfer are reviewed next, because of their wide ranging implications for CIH, 
after which regional empowerment approaches are considered. The review then proceeds to 
consider a variety of local (formal, informal, rural, and urban) participatory strategies, as well as 
access and training opportunities. Adequately documented and apparently viable participatory 
strategies—or cases of Native CIH in Canada—brought to light during the course of the review are 
designated "models" (see the Appendix for a list of these models and their key CIH features). 


The Community Health Representative (CHR) Program 


The CHR Program was created in the early 1960s at the same time that the MSB itself was being 
established. Originally termed the Community Health Worker Program, it was intended as a 
support mechanism that would facilitate the involvement of Native health care para-professionals in 
PHC. In the early 1970s the program was given its present name and reorganized to include CHR 
coordinators at the MSB regional and zone levels. In 1978 First Nations were permitted to hire 
their own CHRs through contribution funding agreements, and by the mid-1980s there were over 
500 CHRs across Canada, most of them First Nations employees, with a total funding agreement 
expenditure of approximately $12 million. 


Berman, Gwatkin, and Burger (1987), in a comparative study of large scale community health 
worker programs in China, Indonesia, Peru, Thailand, and Jamaica, find that the strength of such 
programs relates to extending PHC and controlling costs, while their weakness relates to the 
relatively low quality of care. These authors conclude that in order to improve the quality of care, 
community health worker programs must be supported with adequate resources. 


A major gap in the Canadian scholarly literature is the lack of any substantial consideration of 
the CHR Program, although there are many brief references to it scattered throughout the literature. 
O'Neil, for example, points out that "the successful introduction of the CHR in the health-care 
delivery system has enormous potential for increasing communication between medical services 
and the community" (198la: 139), and Resources Management Consultants argue that "as a 
community-based para-medical worker providing an integral link that bridges cultural and linguistic 
barriers, the CHR can significantly improve access to the system for many to increase the 
effectiveness of existing human and physical resources" (1982: 92). There are also personal 
accounts of being a CHR, such as Chapman, Traverse, and Bruce (1976), Chapman and Roberts 
(1978), Canadian Nurse (1978), and Childs (1982). Taken together, these accounts indicate that the 
CHR role encompasses a broad spectrum of curative and preventive activities, from dispensing 
antibiotics to encouraging healthy lifestyles. 


By the early 1980s the CHR Program was being evaluated by Native organizations and the 
federal government. The Indian and Inuit Nurses of Canada (1983) and the Second Dene Health 
Conference (Dene Nation 1984) note a general shortage of CHRs, and the National Indian and 
Inuit Health Conference (1983) recommended that the program be expanded to ensure coverage of 
all Native communities, to provide for ongoing and specialized CHR training, to establish urban 
CHR positions, to establish more CHR coordinators at the MSB regional and zone levels, and to 
provide CHRs with a more equitable salary / benefit package and more opportune career track. The 
MSB's formal evaluation of the CHR Program (Health and Welfare Canada 1984a), which 
featured intersectoral collaboration in the form of a steering committee having both federal and First 
Nations representation, affirmed an ongoing need for the program, recommending that its 


expansion be directed at First Nations underrepresented by CHRs, and that the role of the CHR be 
reoriented from curative activities toward community health development. The Task Force on 
Program Review (1985: 356-357) found the program to be useful and cost effective, suggesting 
that its expansion be based on needs criteria developed in consultation with First Nations. 


During the mid-1980s, when the Health Program Transfer Initiative was gaining momentum, 
Native organizations began to view an expanded and enriched CHR Program as a necessary 
support mechanism. Indeed, delegates at the June 1986 first national conference of CHRs wanted 
their role to be enhanced by additional resources and reoriented toward facilitating an effective, 
community based transfer process (as reported in Paul, Toulouse, and Roberts 1988). This 
conference led to the emergence of the National Indian and Inuit Community Health 
Representatives Organization (NIICHRO) which, since it constitutes a support mechanism that 1s 
actively attempting intersectoral collaboration on behalf of health care professionals, appears to be 
(there is a gap in the literature with respect to this organization) a participatory model. At the 1987 
Health Transfer Forum NIICHRO recommended—with a distinct tone of empowerment—that First 
Nations and the MSB take a holistic approach to health, that First Nations ensure that a wide range 
of services are available to and accessible by Native people, that the MSB bring these services to an 
acceptable standard, that it facilitate community health development, that it utilize Native generated 
population figures in making funding decisions, that it address the shortage of CHRs in the North, 
that it make all CHR positions fulltime, and that it provide for ongoing and accredited training, 
liability insurance coverage, and an equitable salary / benefit package, for all CHRs (National 
Indian and Inuit Community Health Representatives Organization 1989). 


The Assembly of First Nations’ (1987, 1988) argument for an expanded and enriched CHR 
Program is framed around improved CHR training, more equitable CHR salaries and benefits, 
increased support for community health committees, and more adequate health care facilities. As 
for funding: 


If the program is to be enriched by taking into consideration the inflation rate... and by also 
reducing the caseload to an efficient factor of 1 : 500 or less [from the existing level of 
approximately 1 CHR per 568 people]... the cost is estimated at $19.0 millions, meaning a 
need for an additional $4.9 millions to the projected 1988 / 89 budget. The requirement for 
additional funding could be as high as $10.0 millions, if the operational dollars per CHR 
would be raised to a more realistic level of at least $38,700... . In the next five years, the 
expansion of the program would require a minimum of $18 millions" (Assembly of First 
Nations 1988: 31). | 


The literature is replete with brief references to CHR role conflict, generated largely because 
CHRs have many duties to perform, yet at the same time have difficulty in finding acceptance as a 
health care professional from the physicians and nurses or from their own communities. The role 
conflict experienced by a special kind of CHR, namely, medical interpreters, has been intensively 
researched and comprehensively reported on by Kaufert, O'Neil and Koolage (1985), Kaufert et 
al. (1985, 1986), O'Neil (1988a, 1989), O'Neil, Koolage, and Kaufert (1988), and Kaufert and 
O'Neil (1990). This research shows that medical interpreters, working in hospitals to provide 
tertiary care for northern Native people, engage in individual and community advocacy which 
causes them to experience the role conflict associated with cultural brokerage. The research implies 
that medical institutions should attempt to minimize such conflict in order to promote optimal use of 
interpreter / advocates in PHC. Research of similar intensity 1s needed on the role of the CHR in 
Native health care delivery. The way the CHR role has been redefined in specific participatory 
models is discussed later in this review. 
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The CHR Program, it must be noted, does not apply to physicians and nurses. Physicians are 
hired by the MSB on behalf of Native communities, and there are less than 20 Native physicians in 
Canada, most of them practising family medicine in Native communities in western Canada and 
Ontario (Gilmore 1990b). Nurses are also hired by the MSB, although some nurses have become 
Government of the Northwest Territories or First Nations employees as a result of health program 
transfer. In the late 1980s there were approximately 300 Native nurses in Canada, about 35 of 
whom were working in Native communities (Gregory 1988a). The Indian and Inuit Nurses of 
Canada (IINC), founded in 1974, is a participatory model which, along the lines of NUIICHRO, 
constitutes a support mechanism that is actively attempting intersectoral collaboration on behalf of 
health care professionals. According to Goodwill (1988), who provides the only case study of the 
IINC, this 300-member organization is administered by a board of directors consisting of 
representatives from all the provinces and territories, has a transcultural nursing orientation, assists 
government and the private sector in developing Native health care programs (helping, for 
example, to establish the MSB Indian and Inuit Health Careers Program in 1984), maintains a 
registry of Native nurses, conducts relevant research, and 1s recognized by organizations such as 
the Canadian Nurses Association, the Canadian Public Health Association, and the Indian and Inuit 
Committee of the Canadian Pediatric Society.8 


Self-Government and Health Care: The James Bay Cree 


As previously indicated, First Nations view control over their own health care delivery in terms of 
empowerment, implying self-government. But what of self-government itself during the course of 
the 1980s? According to Weaver, the "policy, legislative and administrative initiatives have not led 
to any appreciable empowerment of First Nations" (1990: 26). Weaver supports this conclusion by 
pointing out that although Section 35 of the Constitution Act 1982, which affirms existing treaty 
rights, has stimulated abandonment of the "Indian Act mentality," the 1984 Indian Self- 
Government Act, which allows bands to formulate their own constitutions and negotiate 
recognition through the Department of Indian Affairs and Northern Development (DIAND), has so 
far resulted in only one case of self-government, namely, the Sechelt First Nation of British 
Columbia. Moreover, the 1987 First Ministers Conference failed to entrench the right to Native 
self-government in the constitution, and the DIAND process of transferring administrative 
responsibility for education, social services, and other programs to First Nations has only made 
them more dependent on the federal bureaucratic system. 


Salisbury takes a more positive view with respect to the James Bay Cree self-government 
achievement, arguing that the long term support provided for in the James Bay and Northern 
Quebec Agreement (JBNQA) of 1975 has led to the emergence of a viable Cree regional society: 
“Within such a society people can feel satisfied and ‘at home.’ For the Cree that feeling is indeed 
pleasant. There has emerged a ‘homeland for the Cree" (1986: 150). The JBNQA, reinforced by 
the Quebec Cree-Naskapi Act 1984, essentially states that Quebec would support the James Bay 
Cree to the extent of compensating them with $90 million and recognizing their right to occupy 
particular sections of land and hunt over the entire territory, subject to the Cree affirming Quebec's 
sovereign rights, suspending legal action to stop the James Bay Hydro Project (this $5.6 billion 
project was the impetus for the JBNQA, and Cree legal action is presently being undertaken to limit 
the project's second phase flooding of the Cree environment), and promising not to base future 
land claims on "aboriginal rights." 


As for health care, the JBNQA provides for Cree retention of all First Nations benefits, with 
these to be delivered by way of the Quebec government, and Section 14 of the agreement 
establishes the authority of the Cree Regional Board of Health and Social Services (CRBHSS), 
which became one of Quebec's regional health councils, funded at $3 million, or about $400 per 
capita. By 1977 the CRBHSS had assumed control of the MSB hospital in Chisasibi and several 


outlying nursing stations. The James Bay Cree self-government achievement, then, including its 
health care aspect, is circumscribed by provincial government authority. A 1980 dispute over 
health care management arising in the context of a gastroenteritis epidemic, for example, resulted in 
the CRBHSS being placed under provincial trusteeship, with the Cree subsequently filing a lawsuit 
against both the federal and provincial governments for neglect of health (sanitation) services. In 
Weller's (1981) view, this Cree / Quebec / Ottawa dispute constitutes yet another example of 
jurisdictional problems surrounding Native health care, and it must be noted that there is a gap in 
the literature regarding these problems, including the apparent MSB / DIAND jurisdictional 
problem.9 


The CRBHSS, a Native health authority—and participatory model—is described briefly by 
Salisbury (1986: 68-69) and more substantively by Moffatt (1987), Robinson (1988), and Ouellet 
and Sutherland (1988). These descriptions contain somewhat inconsistent information, but by 
piecing together the information a working summary of the model can be constructed. As a Quebec 
regional health council, the CRBHSS was required to affiliate with the community health 
department of a major teaching hospital, and for this purpose the Montreal General Hospital was 
selected. The hospital, for its part, was required to administer a PHC system for the Cree, one 
similar in tenor to that of the Sioux Lookout Project. Initially, there was an unproductive 
relationship between CRBHSS and Montreal General Hospital personnel, but the gastroenteritis 
epidemic of 1980 stimulated a close working relationship, to the extent that these personnel lobbied 
successfully for a running water and sewage system as well as a community health centre having 
two doctors and five nurses, made possible, in part, by a $61 million federal grant. The CRBHSS, 
headquartered in Chisasibi, is the second largest Cree board, after education, and is composed of 
Native and non-Native representatives, but controlled by the former. Physicians and registered 
nurses are non-Native, as are about half the administrative staff at the Chisasibi hospital. In the 
mid-1980s CRBHSS funding—and it must annually negotiate a budget with the provincial 
government—had increased to $14 million, or approximately $2,000 per capita. 


In recent years the CRBHSS has established a culturally appropriate nursing program, and 
created the positions of public health officer, public safety officer, and local environment 
administrator. CHRs have developed a first-aid program for Cree living in isolated conditions, and 
they are carrying out effective preventive activities in the context of the Cree Methylmercury 
Surveillance Program initiated in 1982 (Noel and Mistacheesick 1990). There remains a shortage 
of Cree health care professionals (Bearskin and Dumont 1990). In reference to the 15-year old 
CRBHSS' apparent lack of progress in becoming more fully participatory, a former grand chief of 
the James Bay Cree First Nation states the following: "To a great extent, this plan [Section 14 of 
the JBNQA] has not been implemented, despite the promises of Quebec to do so. The government 
is sabotaging their part of this agreement by withholding the resources to allow the board 
[CRBHSS] to adequately carry out its role" (as reported in Lechky 1991: 197). 


The CRBHSS is a Native health authority because it is legally defined as such, and it is a 
participatory model because it is actively engaged in the administration of health care, is attempting 
intersectoral collaboration with the Quebec and federal governments and with the Montreal General 
Hospital, and has developed at least one innovative program. The available literature, however, 
does not allow a more robust interpretation, and a comprehensive case study is needed. It would be 
appropriate to compare the CRBHSS to its JBNQA generated Inuit counterpart, the Kativik 
Regional Board of Health and Social Services, about which little 1s known except that it has 
recently initiated preventive programs in regard to dental care and sexually transmitted diseases 
(Putugu et al. 1990; Berthe, Couture, and Mannke 1990). It would also be appropriate to compare 
the CRBHSS to its Sechelt First Nation counterpart, if one exists, and to other Native health 
authorities in Canada. 


A larger comparison would be worthwhile, namely, of the CRBHSS and the Yukon 
Kuskokwim Health Corporation (YKHC), a Native non-profit organization headquartered in 
Bethel, Alaska, that delivers health care to about 17,000 people living in 48 remote northern 
communities. Scrutinizing some of the available literature on the YKHC suggests a viable Native 
participatory model on a scale not yet evident in Canada (Yukon Kuskokwim Health Corporation 
1987; Caldera 1988; Marum 1988; Anaruk 1990; DeGross 1990). Comparison of the CRBHSS 
and YKHC, moreover, would allow some assessment of the relative effectiveness of MSB and 
United States Indian Health Service policy initiatives. 10 


The National Native Alcohol and Drug Abuse Program 


The National Native Alcohol and Drug Abuse Program (NNADAP), like the CHR Program, has 
generated little scholarly attention, which is surprising, because the NNADAP gave rise to the 
National Native Advisory Council on Alcohol and Drug Abuse (NNACADA)—a major 
participatory model, the Four Worlds Development Project and the Nechi Institute on Alcohol and 
Drug Education, both of which are major participatory models, as well as numerous rural and 
urban local participatory endeavors. The NNADAP, originally termed the National Native Alcohol 
Abuse Program (NNAAP), was established in 1975 to address alcohol addiction, which leads to 
various forms of violence and accidental death, and which many Native people believe to be the 
overriding health problem in their communities. Thus, the NNAAP was established to facilitate the 
emergence of CIH against the backdrop of an externally imposed, treatment oriented PHC system 
unable to measure, interpret, or prevent alcoholism (Colorado 1988; Macedo 1988). 


The NNAAP was originally funded for three years by the MSB and DIAND, then for three 
more years, subject to the program being evaluated, and by the end of the 1970s the NNAAP was 
supporting 116 projects for the benefit of over 150,000 Native people, at a cost per capita of about 
$25. The 1980 evaluation, conducted by a group of MSB officials and National Indian 
Brotherhood, Inuit Tapirisat of Canada, and other Native representatives, noted that each NNAAP 
project "tailors its service program to the level of development of the community, the community's 
perception of its alcohol related problem and to the community's view of the appropriate strategy" 
(Health and Welfare Canada 1980: 2). The evaluation, highlighting the 1979 Indian Health 
Policy's call for community development, recommended that the NNAAP continue to exist as a 
separate program administered by the MSB, that its funding be increased, that its management be 
devolved to qualified regional advisory boards, and that a national advisory council on Native 
alcoholism and drug abuse be established. These recommendations led directly to the creation of 
the NNADAP and NNACADA, with one of the firsts NNADAP projects being the Juvenile 
Rehabilitation Camp at Aklavik, a 28-day program featuring alcohol and drug awareness sessions 
combined with skills training (Resources Management Consultants 1982: 86). 


The Alberta Indian Health Care Commission (1984), a Native health authority discussed later 
in this review, surveyed over 300 elders, Native leaders, nurses, CHRs, counsellors, teachers, 
and young people across the province in 1982-83 with respect to NNADAP needs, finding that the 
program was valuable in its intent but inadequate 1n its effect, and recommending the establishment 
of informal, long term, culturally appropriate NNADAP centres in all communities—centres that 
focus on prevention and spirituality as well as on detoxification. The National Indian and Inuit 
Health Conference (1983) called for more funding for the NNADAP so that it could institute 
training programs, upgrade its treatment centres, and sponsor studies of the variety of participatory 
models it has generated. The Second Dene Health Conference (Dene Nation 1984) also called for 
more NNADAP training, and for ongoing evaluation of the efficacy of the program. The Task 
Force on Program Review found the NNADAP worthwhile due to its grassroots involvement of 
Native people, but noted the lack of "success statistics" (1985: 361). 


A 1984 NNADAP Community Resource Catalogue (Health and Welfare Canada 1984b) 
contains brief descriptions of over 300 projects in rural and urban locales across the entire country, 
including the one at Alkali Lake, British Columbia, which for the purposes of this review is 
considered the prototypical NNADAP supported participatory model and is discussed in 
conjunction with the Four Worlds Development Project. NNACADA itself, which meets four 
times a year, is made up of non-voting government officials and the (Native) chairpersons of 
NNADAP regional councils, as well as representatives from the Assembly of First Nations, the 
Inuit Tapirisat of Canada, the Native Council of Canada, the Native Women's Association of 
Canada, and the National Association of Friendship Centres. NNACADA is primarily responsible 
for directing NNADAP research and development. In 1983, for example, NNACADA sponsored a 
national symposium on fetal alcohol syndrome, and in 1984 a national symposium on training 
program guidelines (National Native Advisory Council on Alcohol and Drug Abuse 1985).11 


A mid-1980s NNADAP progress report (Health and Welfare Canada 1985a) highlights the 
existence of 340 projects across the country, the treatment and prevention activities of Native 
counsellors in the context of these projects, the development of a counsellor training program (the 
Nechi Institute on Alcohol and Drug Education, which is discussed in the access and training 
section of this review), the existence of eight non-medical treatment centres and halfway houses 
(projected to increase to 30 over the late 1980s), and the availability of capital for the renovation 
and purchase of these centres. NNACADA in the mid-1980s decided to publish an Annual Native 
Research Journal, the 1986-87 edition of which contains brief descriptions of 11 major projects 
completed under NNACADA's research and development auspices (National Native Advisory 
Council on Alcohol and Drug Abuse 1987). These projects include the Cowichan Valley (British 
Columbia) Native Friendship Centre's "Circles of Change" Lifeskills Training and Research 
Program (it should be noted that the Four Worlds Development Project contributed to the 
Cowichan Valley project's success), the Tache and Anahim Lake Reserve's (British Columbia) 
Mobile Treatment Program, the Ontario Native Council on Justice's Native Inmate Liquor Offender 
Project (piloted in the fall of 1987 in Guelph and Kenora), and the Oromocto Indian Nation's 
(New Brunswick) Fetal Alcohol Syndrome Project. 


Recent references to the NNADAP in the literature pertain to the frustrations experienced by 
frontline workers in handling the burden of government paperwork and attempting to make 
community leaders aware of the needs of ordinary people (Four Worlds Development Project 
1990a), the need for provincial associations of frontline workers and directors (Alberta Indian 
Health Care Commission 1990a), the consultation on the part of the MSB with Native communities 
on appropriate mental health treatment models (Health and Welfare Canada 1990a), and the 
difficulty in integrating an NNADAP project into a First Nations health program transfer agreement 
(Bird 1991). Having located few scholarly articles to review, but having found the NNADAP to 
constitute a viable support mechanism with respect to treating and preventing a major Native health 
problem, there is a need for a comprehensive case study of this MSB program. Having found 
indications that NNACADA is a viable and broadly representative support mechanism actively 
attempting intersectoral collaboration and, as such, a participatory model, this program also needs 
to be studied in more depth—especally since numerous rural and urban local empowerment 
endeavors exist with NNADAP and NNACADA support, but without a ae social science 
documentation. 


Health Program Transfer 


Health program transfer includes both devolution of health care to the Government of the 
Northwest Territories (GNWT) and the Health Program Transfer Initiative with respect to First 
Nations. Devolution of health care to the Northwest Territories began with "Baffin Phase I" 
transfer of the MSB hospital in Iqaluit to the GNWT in 1982, continued with establishment of the 


GNWT Devolution Office in 1985 and "Baffin Phase II" transfer of MSB Baffin Region health 
care to the GNWT in 1986, and was completed with transfer of MSB Northwest Territories health 
care to the GNWT in April 1988. The Health Program Transfer Initiative (First Nations) began 
with creation of the MSB Community Health Demonstration Program in 1982, continued with 
transformation of this program into the pre-transfer planning process in 1985 and establishment of 
the MSB Program Transfer and Policy Development Directorate in 1986, was given final approval 
by the Government of Canada in June 1989, and is currently gaining considerable momentum 
(Table 2 outlines these and related developments). 


As indicated earlier in this review, the 1978 Alma-Ata Declaration signed by Canada called for 
PHC to be implemented on a worldwide basis and the 1979 Indian Health Policy called for the 
development of Native CIH in Canada—indeed, an MSB discussion paper integrates these two 
perspectives, arguing that it is the government's duty to support health care services for Native 
people, but that since Native people have unique cultures and health needs "a community's active 
support for program intervention depends on the community's definition of what the problem is, 
so that planning must begin in the community" (Health and Welfare Canada 1979: 13). The 
Advisory Commission on Indian and Inuit Health Consultation (ACHHC), instituted as part of the 
Indian Health Policy process, called for effective consultation between the MSB and Native 
organizations on health issues and for Native CIH in Canada, with the ultimate goal being 
"meaningful participation .. . control of their own health care at all levels—community, regional, 
and national" (1980: 6). The Special Committee on Indian Self-Government (SPIS) recommended 
that self-government be achieved through constitutional entrenchment, legislative change, and 
administrative reform, pointing out with respect to Native CIH in Canada that "Indian communities 
would like to have the power to establish priorities, coordinate the overall planning, and control the 
process of health care" (1983: 34). 


From the perspective of the "Achieving Health For All" Canadian health promotion framework 
being erected during the mid-1980s, health program transfer was viewed as a broad federal 
initiative encompassing the CHR Program, the Indian Health Policy, the NNADAP, the ACIIHC's 
call for effective consultation, the call of the SPIS for administrative reform, and the Community 
Health Demonstration Program and its subsequent transformation into the pre-transfer planning 
process under the aegis of the MSB's newly created Program Transfer and Policy Development 
Directorate (Health and Welfare Canada 1988b). 


Weller (1990) provides a comprehensive case study of devolution in the North, pointing out 
that the Yukon Territorial Government has not become involved in the process due to lack of 
support from the Yukon Native Brotherhood, which believes that land claims must take 
precedence. Weller interprets devolution in terms of constitutional and administrative 
decolonization, indicating that it is compatible with the GNWT's notion of each local community 
being the "primary public authority" and that it has the potential to make health care more 
responsive to local needs and to reorient health care away from the MSB curative approach (1990: 
127-128). According to Weller, although the GNWT has renamed nursing stations "community 
health centres" and has sought to increase the overall number of CHRs, it has had difficulty in 
sustaining local interest in health care and in developing a viable preventive approach. Weller 
maintains that the involvement of Native people is a crucial factor in the success of devolution. The 
Inuit Tapirisat of Canada (ITC), which in 1980 had called for GNWT control of health care 
delivery (the Dene Nation's successful 1984 call for formal Native health care participation 
agreements arose from their concern that devolution would impinge on land claims), was 
influential in establishing the broadly representative Baffin Phase I hospital management board. 
Moreover, this hospital board and equally broadly representative steering and working committees 
largely accomplished Baffin Phase H, leading the GNWT to develop broadly representative 
regional health boards as a vehicle for devolution. 


18 


Table 2 


Devolution and the Health Program’ Transfer Initiative: 
Chronological Development 


Time Frame 


1979 


1980 


1982 


1983 


1984 
1985 


1986 


1987 


1988 


1989 


1990 


Selected Policy Statements and Activities 


eoeoeeeeceeeeeeeeeeeeeeetenvneeeeeeeeeeeeeeeeeeeeeeeeeeeeeeoeeseeeeeeoeeseeeeweeseeeeseeeeeeeeeeeeeeevesv ee ee eee @ 


¢ Government of Canada Indian Health Policy Calls for Native CIH in Canada 
e Advisory Commission on Indian and Inuit Health Consultation (ACITHC) Appointed 
¢ MSB Discussion Paper Endorses 1978 Alma-Ata Declaration and 1979 Indian Health Policy 


¢ Inuit Tapirisat of Canada Resolution Calls for Government of Northwest Territories (GNWT) 
Control of Health Care Delivery 
¢ ACIIHC Final (Berger) Report Recommends Consultative Approach Re Native CIH in Canada 


¢ Baffin Phase I Aspect of Devolution of Health Care to GNWT Initiated 
¢ Special Committee on Indian Self-Government (SCIS) Appointed 
¢ MSB Community Health Demonstration Program (CHDP) Initiated 


¢ SCIS Final (Penner) Report Recommends Administrative Reform Re Native Self-Government 
¢ Dene Nation Resolution Calls for Formal Native Devolution / Transfer Agreements 


GNWT Establishes Devolution Office 

CHDP Terminated, MSB Health Program Transfer Subcommittee Established 

MSB Transfer Subcommittee Calls for Consultative, Administrative Approach to Transfer 
MSB Mission Statement Endorsing Transfer Circulated to First Nations 


Baffin Phase II Aspect of Devolution of Health Care to GNWT Completed 

MSB Program Transfer and Policy Development Directorate Established 

Health and Welfare Canada "Achieving Health for All" Major Policy Statement 

Minister of Health and Welfare Canada in April Letter Notifies First Nations of Intent to 
Include Them in Health Program Transfer 


e Minister of Health and Welfare Canada Attends 1987 Health Transfer Forum 
¢ MSB Assistant Deputy Minister Provides Overview of Transfer at 1987 Health Transfer 


Forum and 7th International Congress on Circumpolar Health 
¢ MSB Produces Draft Health Program Transfer Handbook 


Devolution of Health Care to GNWT Completed in April 
First Health Program Transfer Agreement Signed with a First Nation (Montreal Lake) 


¢ Government of Canada Final Approval in June of MSB Health Program Transfer Initiative 

Assembly of First Nations Partially Endorses Transfer at 1989 Health Transfer Forum 
Attended by Minister of Health and Welfare Canada and 300 MSB and First Nations Delegates 
¢ MSB Produces "Community Health Plan Format and Sample" and Health Transfer Newsletter 


¢ New MSB Assistant Deputy Minister Endorses Health Program Transfer Initiative 
e First Health Program Transfer Agreement with a Tribal Council (Attikamek-Montagnais) 
e 8 Transfer Agreements and 67 Pre-Transfer Planning Projects Since 1989 Final Approval 


Source: Based on the references cited in the "Health Program Transfer" section of this review 


O'Neil (1988), like Weller, generally views devolution in terms of decolonization. O'Neil 
(1990a) provides a comprehensive case study of devolution in the Baffin Region, pointing out that 
the Baffin Phase I hospital management board was unique to the Northwest Territories, in that it 
had Native political representation, and that Baffin Phase II established the Baffin Regional Health 
Board (BRHB), which is made up of representatives from all Baffin communities. The BRHB is 
part of an overall post-devolution structure along the lines of GNWT Department of Health, 
regional health boards (five of them), and community health centres, with the boards linked to local 
community health committees by way of a trustee. The BRHB, in fact, "is situated in an emerging 
structure that involves aboriginal representation through the Baffin Regional Inuit Association, and 
regional representation through the Baffin Regional Council. Indeed the emergence of cross- 
representation at the regional level is a most significant product of the devolution of health 
services" (O'Neil 1990a: 173). O'Neil indicates, however, that regional cross representation 1s 
largely consultative in nature, that there is as yet no structural mechanism for facilitating 
collaboration among community health committees, and that relatively few CHRs and auxiliary 
workers continue to be involved in community health development.12 In Dacks (1990) it is 
suggested that regional health boards remain relatively unempowered. Crown and Yazdanmehr 
(1990) describe a recent GNWT health promotion campaign in regard to tobacco use and sexually 
transmitted diseases that did involve some input from regional health boards. 


O'Neil (1990b) suggests that the BRHB is more Native controlled and autonomous than the 
other GNWT regional health boards, and the GNWT offers this description of the BRHB: 


This board operates a wide range of programs and facilities to meet the needs of the Baffin 
region. Its operations include the thirty-five bed, two-year accredited Baffin Regional Hospital, 
twelve community health centres, a public health centre in Iqaluit, a patient transient home in 
Montreal, and the Iqaluit coordinated home care program. Specialist and consultant services are 
provided on a regular basis through contract arrangements with McGill University, the Clarke 
Institute, and Stanton Yellowknife Hospital (1989b: 58). 


The BRHB, then, a product of territorially circumscribed devolution of health care, appears to 
be a Native health authority and participatory model similar in scope to the James Bay Cree 
Regional Board of Health and Social Services, a product of provincially circumscribed self- 
government in health care, as described earlier in this review. 


The Community Health Demonstration Program (CHDP) created in 1982 allowed First Nations 
to experiment with health planning and program delivery and to prepare for the transfer of existing 
services, and 31 such projects were funded across Canada. According to Hanson, these CHDP 
projects "allowed for significant new insight to be gained on the part of Indian leaders and public 
servants. They paved the way ...but also halted the progress of Bands not involved in the Demos 
as it provided a reason to place a moratorium on transfer until the projects had been evaluated" 
(1986: 4). Garro, Roulette, and Whitmore (1986), in a rare case study of the CHDP, find that the 
Sandy Bay First Nation CHDP experience was positive to the extent that the community initiated a 
disease prevention program, health needs survey, health committee, health coordinator position, 
appropriate administrative policies, and a consultative relationship with the MSB, and negative to 
the extent that there was lack of community concern for health issues, lack of community respect 
for the role of health coordinator, misunderstandings between health centre staff and the band 
council, lack of communication between health centre staff and the community health committee, 
and lack of progress in coordinating band social service programs. These authors find the CHDP 
to be an inadequate Native CIH support mechanism, suggesting that "communities need time, 
training resources, and flexibility in order to develop a community planned and operated health 
program" (1986: 284). 
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The Subcommittee on the Transfer of Health Programs to Indian Control, created in early 
1985, marked the termination of the CHDP, and at the end of that year an MSB mission statement 
was sent to First Nations indicating the intent to transfer to Native control the design and 
management of community health programs at a pace determined by the Native communities 
themselves (Health and Welfare Canada 1985). The Program Transfer and Policy Development 
Directorate created in early 1986 and a Minister of Health and Welfare Canada letter sent to First 
Nations in April of that year formally announcing transfer marked the beginning of the MSB First 
Nations pre-transfer planning process, which is framed around the development of a community 
health plan addressing community health needs and detailing how relevant health care is to be 
delivered (Health and Welfare Canada 1986). At the 1987 Health Transfer Forum the Minister of 
Health and Welfare Canada and the MSB Assistant Deputy Minister promised more resources for 
the pre-transfer planning process, not for enrichment and expansion of community health care, but 
for administrative and training support (Epp 1987; Nicholson 1987). At the end of the year the 
MSB produced a draft Health Program Transfer Handbook (Health and Welfare Canada 1987b), 
which delineates for the benefit of First Nations' administrators the steps to be taken over the entire 
pre-transfer / post-transfer process. 


In 1988 the MSB Assistant Deputy Minister, addressing the 7th International Congress on 
Circumpolar Health, stated that further progress in improving Native health status depends upon 
self-determination in health care, and that despite the climate of economic restraint the MSB 
intended to pursue transfer on a community by community basis (Nicholson 1988). In 1988, as 
well, the first transfer agreement was concluded with a First Nation, the Montreal Lake First 
Nation of northern Saskatchewan (also referred to as the William Charles Band). Postl and 
Whitmore (1988) indicate that the MSB was not prepared for a regional pre-transfer planning 
process in the mid-1980s, insofar as a 1985 funding proposal, developed by a confederacy of 27 
Manitoba First Nations in conjunction with the Division of Community and Northern Medicine, 
University of Manitoba, was rejected by the MSB—although some funding was provided for initial 
community needs assessment. The proposal envisaged a Native CIH transfer process 
encompassing community participation at every stage, training of personnel, adequate funding 
(working capital and an undiluted budget base), intersectoral collaboration with respect to the 
members of the confederacy, other regional community development projects, and the MSB, a less 
complex bureaucratic structure, and recognition of the wisdom of Native elders and the value of 
traditional medicine (1988: 348). 


Speck, analyzing the Health Program Transfer Initiative, argues that the Canadian government 
has consistently sought to "eliminate whatever differentiates the health services available to First 
Nations and those available to non-Native Canadians. . . . Federal initiatives have focused on 
withdrawing from the provision of public health services to First Nations and transferring 
responsibility for this to, previously, the provinces and now partially, First Nations” (1989: 199). 
Speck's specific critique of transfer includes the fact that it does not involve non-insured health 
care benefits, that it does not involve training, that a transfer agreement "freezes" First Nations’ 
health care budgets, that transfer funding does not take into account community members living 
off-reserve or those attempting to gain First Nations' membership through Bill C-31, and that it 
does not entail First Nations securing a larger share of MSB decision making power. Speck's 
critique of transfer is echoed throughout the literature—for example, Postl (1986), Smith (1987), 
Assembly of First Nations (1989), Stout (1991), and Castellano's (as reported in Lechky 1991) 
call for more resources and greater empowerment. 


The 1989 Health Transfer Forum noted that "First Nations’ reaction to the transfer 
announcement has been mixed. Some see it as an opportunity to exercise greater control over their 
health services. Others see it as an attempt by the federal government to abrogate its Indian health 
care responsibilities" (Union of Ontario Indians and Assembly of First Nations 1991: 4). The MSB 
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funded forum made numerous recommendations for improving the Health Program Transfer 
Initiative, with the key ones being that the MSB should extend the two-year time limit for the 
formulation of community health plans; that it should provide more funding for the development of 
First Nations health needs assessments, health information and management systems, health 
boards and authorities (these superstructures would help even out "rich band / poor band" 
disparities in health care resources), and staff training and transfer reorientation workshops 
(CHRs, for example, tend to be individualists and need reorientation toward the transfer team 
approach to health care delivery); that the MSB should offer a more permanent solution to the 
liability insurance problem than the Nursing Interchange Program (whereby First Nations 
controlled nurses technically remain MSB employees for liability insurance purposes); that it 
provide First Nations the opportunity to assume control over existing MSB Native hospitals (five 
in all, including the MSB Sioux Lookout Zone Hospital) before proceeding to phase them out; and 
that it transfer non-insured health care benefits. 


The forum was attended by 300 MSB and First Nations delegates, including the Grand Chief 
of the Assembly of First Nations (AFN), who expressed support for First Nations engaging in 
transfer and called for federal recognition of Native self-government and for MSB recognition of 
the right of First Nations to determine the scope of their own transferred health care programs 
(Erasmus 1991), and the Minister of Health and Welfare Canada, who stressed the Native / MSB 
partnership aspect of transfer and announced an AFN / MSB agreement in principle to establish a 
First Nations Health Commission (Beatty 1991). The forum featured a number of intensive 
workshops and special sessions on practical issues, and there was a presentation on the Montreal 
Lake First Nation transfer agreement. The symbolic significance of the forum is indicated by its 
Native holistic health empowerment logo. 13 


Shortly after final approval of the Health Program Transfer Initiative was received in June 1989 
the first transfer agreement was signed with a tribal council, namely, the Conseil Attikamek- 
Montagnais of the Saguenay-Lac St. John region of Quebec, and by the fall of 1990 a total of eight 
transfer agreements had been signed (including the Sandy Bay First Nation discussed above in 
connection with the CHDP) and approximately 67 First Nations were engaged in the pre-transfer 
planning process (Health and Welfare Canada 1990b, 1990c). In the two years since final approval 
of transfer the MSB appears to have been expanding its role as a support mechanism for First 
Nations CIH in Canada, as indicated by the production of a "Community Health Plan Format and 
Sample" for the benefit of First Nations considering transfer (Health and Welfare Canada 1989b), 
the production of the Health Transfer Newsletter (Health and Welfare Canada 1989c), the remarks 
by the new MSB Deputy Assistant Minister to the effect that more resources were being made 
available for training First Nations' health care personnel and for resource networking (Health and 
Welfare Canada 1990d), the advice offered to First Nations engaged in pre-transfer planning to 
include a training component in their community health plans (Health and Welfare Canada 1990e), 
the workshop training offered to community health committees in the MSB Manitoba Region 
(Health and Welfare Canada 1989c), and the establishment, with First Nations participation, of 
MSB Manitoba and Alberta Regional Health Program Committees (Rosenberg et al. 1990; Hodes 
and Musto 1990). 


It is clear from the literature that transfer has facilitated First Nations CIH in Canada—for 
example, the Nuu-Chah-Nulth Tribal Council (representing 14 Vancouver Island communities), 
the Montreal Lake First Nation (Saskatchewan), the Mathias Colomb First Nation (Manitoba), and 
the River Desert First Nation (Quebec) view their transfer agreements in terms of facilitating more 
relevant, appropriate, and preventive health care (Health and Welfare Canada 1989d, 1989e, 
1990f, 1990g; Reed and Watts 1990). Mathias Colomb established a First Nation health authority 
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under Section 81 of the Indian Act 1951 to oversee the transfer process, in which it was assisted 
by the Swampy Cree Tribal Council (SCTC), a federation of six northwestern Manitoba First 
Nations. The SCTC manifests a sophisticated, clear eyed view of transfer: 


Overall, this policy direction has been criticized as an attempt to abrogate treaty rights and 
have Indian people administer their own misery. Nevertheless, we entered the transfer 
process—but with our eyes wide open. We saw transfer as a way to achieve some of our 
objectives and we felt we could look after ourselves in dealing with government. We 
still feel that way (Swampy Cree Tribal Council 1990b: 2).14 


The SCTC also manifests a sophisticated, CIH view of its own mission: 


To provide proactive primary health care programs emphasizing disease prevention and health 
promotion while ensuring access to high quality treatment services, to enable and promote 
community participation in providing effective responses to health concerns, to assist 
community residents in asserting control over factors affecting their health, to contribute to the 
development of a multi-sectoral health management team approach through advising Chiefs and 
Councils on their formulation of healthy public policy (1990b: 3-4). 


The SCTC pre-transfer planning process focuses on First Nation health authority development, 
as in the case of Mathias Colomb, by way of community workshop training sessions, with these 
authorities having representation on the larger Cree Nation Tribal Health Centre. The SCTC, 
moreover, has developed a Baccalaureate of Nursing Degree Program in conjunction with the 
University of Manitoba, discussed later in this review. The Montreal Lake First Nation transfer 
agreement is the one most adequately documented to date (Health and Welfare Canada 1989e; Four 
Worlds Development Project 1990b; Bird and Moore 1990; Moore, Forbes, and Henderson 1990; 
Bird 1990, 1991). 


The Montreal Lake transfer experience was framed around development of the William Charles 
Health Centre in full consultative partnership with the MSB, a partnership given legal embodiment 
in the July 1988 memorandum of understanding, or the signed transfer agreement per se, which is 
itself an embodiment of the community health plan developed during pre-transfer planning. The 
memorandum states that the MSB retains responsibility for health programs and management of 
funds, whereas Montreal Lake agrees to innovate health programs and to expend funds in a 
judicious manner. The MSB retains the right to intervene if Montreal Lake does not fulfill its 
commitments or if public health is threatened, and the MSB and Montreal Lake agree to develop a 
procedure for resolving disputes. Moreover, a clause states that nothing in the memorandum shall 
prejudice Montreal Lake's aboriginal / treaty rights (which fall under Treaty 6, 1876). The William 
Charles Health Centre (not thoroughly described in the literature) features two resident nurses, 
hired under the Nursing Interchange Program, who provide 24-hour emergency care, two visiting 
physicians, a health coordinator, receptionist, and bookkeeper. According to the commentators 
referred to above, particularly Montreal Lake health coordinator L. Bird, these personnel, together 
with the CHRs and NNADAP workers, constitute a holistic health team, and the facility represents 
an expansion and enrichment of health care, which has led to greater CIH and perceptible 
improvement in the health status of individuals. 


Thus, the devolution aspect of health program transfer has facilitated the emergence of regional 
health boards in the North with variable Native CIH, with the Baffin Regional Health Board being 
the most adequately documented to date, while the Health Program Transfer Initiative has led to the 
emergence of a national First Nations health transfer forum, which constitutes a participatory 
model of the support mechanism type, as exemplified by the 1989 forum, a potential national First 
Nations health authority, namely, the First Nations Health Commission, at least one regional First 
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Nations health authority—the Cree Nation Tribal Health Centre, which is part of the SCTC's pre- 
transfer planning process and includes Mathias Colomb, and several local participatory endeavors, 
with the Montreal Lake First Nation transfer agreement being the most adequately documented as 
yet. Clearly, there is a need for ongoing documentation of these emergent transfer based cases of 
Native CIH in Canada, including examples of both regional cross representation (intersectoral 
collaboration) and local community participation. Since the Sandy Bay First Nation has been 
involved in transfer since the early 1980s (by way of its CHDP project) and is now a transfer 
agreement holder, a comprehensive case study of this participatory model would allow more 
operational definition and assessment of CIH indicators. 


Regional Empowerment Approaches 


This section of the review considers six major, regional, non-transfer based participatory models, 
namely, the Alberta Indian Health Care Commission, the Labrador Inuit Health Commission, the 
Four Worlds Development Project, the Northeast Saskatchewan Community Health Development 
Process, the Vancouver Island Native Infant Program, and the Pehtabun Community Mental 
Health Program, as well as a number of less well documented participatory strategies. 


The Alberta Indian Health Care Commission (AIHCC), funded by the MSB and based in 
Edmonton, has a board of directors that includes representatives from Treaty 6, 7, and 8 First 
Nations and the Indian Association of Alberta and a staff ranging from an executive director to 
project workers (Alberta Indian Health Care Commission 1990b). The AIHCC has been seeking 
MSB funds in order to add a Council of Elders to its organizational structure, arguing in terms of 
holistic health empowerment (Alberta Indian Health Care Commission 1989a). The AIHCC is a 
First Nations health authority, and was explicitly defined as such, along with the Blood Tribe 
Board of Health (BTBH), at the 1989 Health Transfer Forum (Union of Ontario Indians and 
Assembly of First Nations 1991: 17-18). Nuttall (1982) indicates that the AIHCC was established 
as an Alberta non-profit society in 1981 to promote First Nations health care concerns in the 
province and to involve Native people in health care delivery and training, while the BTBH has 
similar but more local objectives.. The AIHCC engages in liaison with a number of agencies, 
including the Assembly of First Nations, the Indian Association of Alberta, the MSB, NNADAP 
(the AIHCC's views on the NNADAP have been discussed above), the Secretary of State of 
Canada, the University of Alberta, and the Cities of Edmonton and Calgary. The AIHCC, for 
example, is a member of the newly created MSB Alberta Regional Health Program Committee 
(Hodes and Musto 1990) and of the Edmonton Board of Health Urban Native Health Working 
Group (Paton 1988). 


At the grassroots level the AIHCC meets with Chiefs and Councils, provides community health 
liaison workers in each of the three treaty areas under its jurisdiction (Yellowdirt 1989 describes 
some of the duties of these workers), and attends community health committee workshops. The 
AIHCC also maintains regular contact with CHRs throughout the province, having its own 
regional CHR coordinator—and it helped establish and currently provides administrative support to 
a provincial association of CHRs (CHR Association of Alberta 1986). The AIHCC, moreover, has 
created a unique urban CHR program, in order "to improve the delivery of health services to Indian 
people in the city by providing liaison between Indian people themselves and health agencies" 
(Alberta Indian Health Care Commission 1990b: 1). An urban CHR in Edmonton and one in 
Calgary perform a variety of duties, such as assisting First Nations clients with specific health care 
requests, visiting sick clients in the hospital or at home, advocating on their behalf with social 
agencies, conducting workshops, and attending relevant conferences (Crier 1987; Alberta Indian 
Health Care Commission 1989b, 1989c). An evaluation of the AIHCC in the early 1980s, finding 
the urban CHR program to be one of its most effective activities, recommended an expansion of its 
community outreach activities (Alberta Indian Health Care Commission 1985). 
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As a First Nations health authority, the AIHCC articulates First Nations views on a variety of 
health care issues. For example, the AIHCC promotes the treaty right to complete federal health 
care services and benefits (Smith 1987; Woodward 1988; Alberta Indian Health Care Commission 
1989d; Clayton 1990), it criticizes the Task Force on Program Review's suggested reduction in 
non-insured health care benefits to Native people as denying this right (Alberta Indian Health Care 
Commission 1986), and it criticizes the Health Program Transfer Initiative's lack of overall 
resource enrichment as being inconsistent with this right (Alberta Indian Health Care Commission 
1989e; Quinney 1989). 


The Labrador Inuit Health Commission (LIHC), another Native health authority, emerged in 
the context of the International Grenfall Association (IGA) PHC system, which has a long history 
of excluding Native CIH: "The most amazing feature of IGA policy is... that local people do not 
have basic rights of control... . In 1979 the people of Happy Valley / Goose Bay rose in protest 
about health care at the hospital. They formed an ad hoc committee and raised a list of questions 
and demands. The IGA administrator in Goose Bay told them they didn't have any rights regarding 
the delivery of their health care" (Columbus 1981: 37).15 Although the IGA began to permit Native 
representation on its board of directors in the early 1980s, this was viewed by the Labrador Inuit 
Association (LIA) as amounting to token representation. The LIA, refusing to witness the signing 
of the 1986 Canada Newfoundland Native People's of Labrador Health Agreement due to its 
paternalistic exclusion of any meaningful Native role in health care delivery, subsequently 
establishing the LIHC and other regional development programs (Anderson and Baikie 1988). The 
LIHC's newly created CHR Program emphasizes health education and promotion (Allen 1990; 
Anderson 1990). 


The Four Worlds Development Project (FWDP) is not a Native health authority, but an Alberta 
non-profit Native education and development society, founded in 1982 by Native spiritual leaders 
and social service professionals, including NNADAP counsellors, who were concerned about the 
destructive, difficult to control Native alcohol and drug abuse problem (Bopp and Bopp 1984). 
Core funded by the NNADAP and based at the University of Lethbridge, the FWDP "delivers 
technical support and training in the areas of alcohol and drug abuse prevention, community 
development, education transformation, curriculum development, community based research, 
program management, and evaluation" (Bopp 1985: 68). Like other NNADAP related projects, the 
FWDP has not generated much attention in the health care literature, but the FWDP produces its 
own literature, including several books and the Four Worlds Exchange periodical. The FWDP has 
an explicitly CIH approach, one that it believes "may well serve as a useful model to consider as 
government undertakes to develop its own capacities to provide catalytic support to developing 
communities". Moreover: "The concept of a technical assistance centre, with its activities rooted in 
the Native cultural perspective, but also one that is well connected to the applied scientific 
perspective possible from a university base has proven, in this case to be a powerful combination 
which clearly has long range implications for developing communities anywhere in the world" 
(Bopp 1985: 69). 


The FWDP's Native cultural—or holistic health empowerment—perspective is expressed in The 
Sacred Tree (Bopp et al. 1985). The tree symbolizes protection, nourishment, growth, and 
wholeness, and the most important concept associated with the tree is the Medicine Wheel, which 
itself symbolizes connectedness and balance. The FWDP's applied scientific perspective opposes 
the community oppressive aspects of modernization in Canada, as indicated by the outdated 
industrial sector, mania of consumerism, increasing poverty, inadequate educational system, 
unaffordable health care system, and general moral decline, with the positive potential of Native 
CIH in Canada—arguing that economic development alone does not build healthy communities, 
insofar as unhealthy people cannot work together on community supportive economic development 
in a sustained, creative manner (Four Worlds Development Project 1989a; Bopp 1990). 
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The Four Worlds Development Project: Towards the Year 2000 (Four Worlds Development 
Project 1988) summarizes the FWDP's accomplishments during its first four years of existence. 
These accomplishments include two videos teaching life enhancing values to school children (used 
in over 150 schools across North America), hundreds of personal healing and cultural revitalization 
workshops conducted across North America, a variety of credit and noncredit Lethbridge 
University courses on topics such as curriculum development and alcohol and drug abuse 
preventive strategies, specific technical support to over 100 Native communities across Canada, 
specific empowerment work with certain Native communities (largely in western Canada, which is 
why it is considered a regional approach in this review), an annual Sharing the Innovations that 
Work conference, and a human development "hotline" linked to over 1,500 international data 
bases. The Alkali Lake alcohol prohibition strategy, which for the purposes of this review is 
considered the prototypical NNADAP supported participatory model, exemplifies the FWDP's 
empowerment work with Native communities. 


Brief descriptions of the Alkali Lake alcohol prohibition strategy are found in Health and 
Welfare Canada (1984b: 15, 1985b: 14), Bopp (1985: 59-61), National Native Advisory Council 
on Alcohol and Drug Abuse (1987: 10), Macedo (1988), Colorado (1988), Four Worlds 
Development Project (1988: 26, 1989b), and Seymour et al. (1990). These sources indicate that in 
the early 1970s the 300 member Alkali Lake First Nation of central British Columbia was 
experiencing an alcohol abuse crisis and suffering from extremely high unemployment. After the 
Chief came to the realization that that his personal alcohol problem was contributing to the larger 
community problem, a volunteer planning committee was established. The committee cut off the 
flow of alcohol from the nearby town of Williams Lake, engaged in constructive confrontation 
with alcohol abusers, evacuated chronic abusers to southern centres for treatment, and began a 
process of community socio-economic development, encompassing recreational activities, Native 
cultural events, a cooperative store, and a local market garden. By the early 1980s Alkali Lake had 
attained a high level of sobriety and employment, and was operating an NNADAP project. The 
FWDP entered into the picture at this time, involving the community in a film project and holding 
its first two Sharing the Innovations that Work conferences there in 1985 and 1986. The film,7he 
Honour of it All, funded by the Chief Dan George Foundation and the NNADAP, was the result of 
hundreds of hours of personal testimony being adapted into a script and a decision made "that the 
people of Alkali Lake would play themselves; that is, they would re-enact their own story... . The 
process of making this film shows what can happen when development agencies truly support 
community owned and controlled efforts. The film belongs to the people of Alkali Lake. They hold 
the rights" (Four Worlds Development Project 1988: 26). The film is used in workshops and 
training programs across North America. 


The Northeast Saskatchewan Community Health Development Process (NSCHDP) is not a 
Native health authority or a Native education and development group per se. Rather it is a 
grassroots Native holistic health empowerment movement, an attempt on the part of Native people 
to "reclaim and redefine their health care needs" (Watts and Smillie 1988). According to one of its 
founders, Rozental (1987a, 1987b), a physician, the NSCHDP began in 1985 when members of 
the Ile-a-la-Crosse village council (it is a mixed Native and Métis village, with a population of 
about 5,500), dismayed at the ongoing social disintegration (alcohol and drug abuse, solvent 
sniffing, wife battering, child neglect, sexual abuse, violence in all possible forms, obesity, 
diabetes mellitus, heart disease, and tuberculosis) and the inadequate PHC (particularly the high 
turnover of physicians—36 came and left in one 32 month period—and the unwillingness or 
inability of the physicians and nurses to communicate with the Native people), voiced their 
frustrations at an open public meeting and decided to initiate health care dialogue action circles: 


Circles, because nobody would chair them or rule over them, so that everyone ts at an equal 
level, opened to everybody, taking place regularly, every two weeks in some communities, 
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every month in others. Meetings without agendas, announced on local radio and television 
stations, to which everybody is welcome... . Everybody has a chance to talk first as a 
concerned community member, then as a representative of a group, an institution or a particular 
interest. No experts... . The most knowledgeable were and are those with more experience in 
living their own realities (1987a: 6). 


The objectives of the NSCHDP, which expanded from Ile-a-la-Crosse to the surrounding 
Cree, Dene, Chipewyan, and Métis communities, are to establish a dialogue between existing 
health care agencies, integrate the available health care programs and resources, promote the 
integration of communities by way of their health committees, promote increasing CIH, promote 
holistic health empowerment —the health care dialogue action circles are oriented around Medicine 
Wheel symbolism, and include discussions with elders and participation in sweatlodge 
ceremonies—promote local health care training, and share information and experiences with other 
interested communities and agencies. The NSCHDP has established, among other things, a Youth 
Activity Committee (which raised sufficient funds to build a recreational centre), a New Generation 
Against Alcohol and Drug Abuse support group, and Economic Development Action Circle. It has 
also established a working relationship with the Northern Medical Services Program (NMSP) 
based in the Department of Family Medicine, University of Saskatchewan. 


The NMSP, described by Irvine (1988), was established in 1984 by way of a formal 
agreement with the MSB and provincial health department, its purpose being to improve PHC in 
northern Saskatchewan. The permanent physicians (five of them) and visiting specialists recruited 
by the NMSP, however, soon became caught up in the grassroots CIH movement emanating from 
Ile-a-la-Crosse, participating in "community-health discussion groups, school health-education 
sessions, home visits, career days, seminars or workshops for health committees, women's 
groups, youth, and elders’ groups on alcohol, AIDS and STDs, tuberculosis, suicides, and 
community involvement in health... . Physicians have had the opportunity to be involved in this 
process as facilitators, information exchangers, advocates, and students" (1988: 1585-1586). 
NMSP medical students, moreover, conduct community relevant research. One student, for 
example, researched traditional medicine for the Prince Albert District Chiefs Health and Social 
Development Committee. 


The Vancouver Island Native Infant Program (VINIP) was established in 1981 when the 
leaders of the Cowichan, Halalt, Penelakut, Chemainus, and Malahat First Nations in the 
Cowichan Valley of Vancouver Island became concerned that half the mothers in their communities 
were less than 19 years of age. The VINIP, largely ignored in the literature, but briefly described 
by Mayfield and Davies (1984), focuses upon active parenting and prevention through early 
intervention, and during the early 1980s the program received Employment and Immigration 
Canada funding to train and employ a Native director and six workers, who successfully taught 
hundreds of young mothers to be more aware of and responsive to the needs of their children with 
respect to nutrition, immunization, and growth and development. From the empowerment point of 
view of the Four Worlds Development Project, the VINIP represents "the positive effect of 
maximum local participation and control... . It is an infant program whose primary gain is 
increased knowledge by the mother, the professional incentive is for the trained Native woman as 
an infant worker. . . . The program models collaboration between community people and 
government as well as non-government support agencies [primarily Malaspina College] that allows 
the community to remain in control while receiving positive input from many sources" (Bopp 
1985: 64-65). 


The Pehtabun Community Mental Health Program (PCMHP), largely ignored in the literature, 
but described by Timpson, Tait, and Beardy (1982) and Timpson (1984), illustrates that the MSB 
Sioux Lookout Zone and Project in the early 1980s was not devoid of Native CIH. The PCMHP 
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was initiated in 1981 when Native communities comprising the Pehtabun Tribal Council and the 
Pehtabun Project Development Area (these projects represent administrative coalitions of local 
communities for socioeconomic purposes) received funding from the MSB to continue on a more 
permanent basis an earlier pilot project involving community based mental health workers. During 
the early 1980s the PCMHP established two mental health teams, each consisting of one fulltime 
and two part-time Native workers, which provided the 3,500 people living in six communities with 
premarital counselling, early intervention in marital problems, early intervention and detection of 
psychiatric problems, suicide prevention, outreach to the bereaved, and counselling of the 
terminally ill and their families. These teams received support from the Pehtabun Tribal 
Coordinator, local nursing stations, the Sioux Lookout Project Mental Health Program Supervisor, 
and visiting Sioux Lookout Project psychiatrists. There was also support from the NNADAP 
(Health and Welfare Canada 1984: 97). The PCMHP entailed CIH to the extent that it provided 
services "with local resources and in the language of the people. The program's initial 20 months 
gives cause for optimism that prevention and early intervention .. . are not only possible, but are 
also made more relevant through the use of local resources with non-Natives taking on a true 
consultative role" (Timpson 1984: 240). 


Other regional participatory strategies appearing in the literature include the Labrador Nutrition 
Education Improvement Project, initiated by Native organizations and the Newfoundland 
government in 1981 as a response to concerns raised at the Northern Labrador Women's 
Conference (Bopp 1985: 66-67), and the Core Team of the Alberta Native Children's Mental 
Health Project, initiated with Native input and participation in 1985 by the Alberta Department of 
Social Services and Community Health (Armstrong 1986). There are also indications in the 
literature that the university regional PHC models are moving toward CIH along the lines of the 
NMSP discussed above: Armstrong (1990) points out, for example, that the Sioux Lookout Mental 
Health Program, and by implication the entire Sioux Lookout Project, is entering into a period of 
public education and community development; Wilson (1990), coordinator of the Queen's 
University Moose Factory Program, argues that physicians must become advocates for Native 
communities as they seek to assume control over their own health care; the Department of 
Community Health Sciences, University of Manitoba (1989), which administers the Northern 
Medical Unit, indicates that the Churchill Health Centre (which has had Native people on staff for 
at least a decade, but has not received much attention in the literature) 1s providing a variety of 
outreach services and a prevention oriented alcohol program; and Cappon, a member of the McGill 
Baffin Program, indicates that program personnel have come to realize that "empowerment through 
community development is an essential feature of successful health promotion" (1990: 42). 


Thus, dynamic, innovative, regional, non-transfer based Native CIH in Canada has existed 
throughout the 1980s, but has attracted only sporadic attention in the literature. More research of a 
descriptive, comparative, and theoretical nature is needed in order to more fully understand these 
regional empowerment approaches and the basis of their effective movement away from an 
institution centered health care system. 


A Variety of Local Participatory Initiatives 


In considering local participatory initiatives, it is useful to distinguish between Native community 
health authorities, boards, committees, and centres, and between rural, urban, formal, and 
informal manifestations of these phenomena. 


The Cree Regional Board of Health and Social Services and the Alberta Indian Health Care 
Commission, for example, have been designated Native health "authorities" because their formal 
jurisdiction encompasses more than one community. From this perspective, then, Native health 
authorities having formal jurisdiction in only one community are designated "boards" or 
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"departments." A conspicuous gap in the literature is evident, however, with little descriptive or 
theoretical attention given to Native community boards or departments of health. Nuttall (1982), as 
previously indicated, briefly describes the Blood Tribe Board of Health (BTBH), which is also 
briefly described in the Assembly of First Nations and Union of Ontario Indians (1990: 17-18). 
The BTBH delivers health services to the 7,000-member Blood Tribe, is federally incorporated, is 
accountable to the band council, has both appointed band council and elected ordinary members as 
well as one member who is a health care professional, and engages in liaison with a number of 
Native and non-Native organizations. Palakkamanil's (1985) brief description of the Dene Nation 
Health Department (DNHD) indicates that its goals are to make community members aware of the 
health care services offered by government, to identify community health care needs, and to 
encourage community members to work together on health care problems, that it has a coordinator, 
two fulltime and one part-time staff members, and two medical interpreter trainees, and that it 
Carries out special projects (such as an assessment of the health care needs of elderly members of 
the Dene Nation) and holds an annual conference. 


The Alberta Indian Health Care Commission (1983a, 1983a), in response to Native requests, 
attempts to sort out the conceptual confusion surrounding the distinction between community 
health boards and community health committees, arguing that a board is a regional body with 
members drawn from a number of band councils, whereas a committee is a more local body with 
members appointed by a particular band council, and in some cases self-appointed or elected. 
Thus, a board is inherently more formal than a committee. Scott (1982), focusing on the 
community health committee as a formal PHC structural feature, points out that it is usually 
elected, made up of eight members, holds monthly meetings (members may be eligible to receive a 
small MSB honorarium for attending these meetings), and generally does liaison work and assists 
with community health promotion. There is a fragmentary literature on community health 
committees, largely consisting of brief references as to their presence or absence and activity or 
inactivity. As has been previously mentioned, the GNWT re-activated these committees as a 
vehicle for devolution and the MSB Manitoba Region has been engaged in training these 
committees. 


Informal community health committees are the primary vehicle for grassroots empowerment in 
health care. The Northeast Saskatchewan Community Health Development Process, for example, 
began with a concerned village group, an informal health care dialogue action circle, which 
generated other such circles and resulted in substantial regional CIH development; and the 
successful Alkali Lake alcohol prohibition strategy began with an informal volunteer planning 
committee. It is suggested in Bird (1991), moreover, that the Montreal Lake pre-transfer planning 
process was carried out by an informal, politically activist health committee, or transfer team, with 
the formal health committees being re-activated only after transfer had occurred. Whether formal or 
informal, an active, innovative community health committee constitutes, in principle, a nascent 
“community health centre". Indeed much of the relevant action and innovation, or empowerment, 
has to do with obtaining appropriate health centre facilities. 


The literature on Native community health centres is fragmentary, but at least three major 
participatory models stand out, namely, the Battlefords Indian Health Centre, Kateri Memorial 
Hospital Centre, and Anishnawbe Health Resources. These models are discussed before turning to 
the variety of informal, rural and urban "community health committees" described in the literature. 


The Battlefords Indian Health Centre (BIHC), which serves eight major reserves in the area 
surrounding North Battleford, Saskatchewan, emerged from a late 1970s' PHC structural context 
encompassing visiting physicians and nurses, a resident CHR on each reserve, totally inadequate 
reserve health clinics, water supply and sanitation problems, and a recently closed Battleford 
Indian Hospital—and according to Clarkson, who studied this health care situation at the request of 
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the federal government, "while the mood of each Indian reserve was different, there seemed to be a 
general lack of involvement of the community in public health activities with little interest if not 
actual apathy” (1977: 20).16 The federal government accepted Clarkson's major recommendation 
that a Native health centre be established, and at the 1979 opening ceremonies of the BIHC a 
Native leader indicated that it was the first step toward a Native"community based and community 
designed and controlled health care system" (Starblanket 1980, emphasis in the original). The 
BHIC, administered by a board made up of the chiefs of the eight reserves, aims to provide both 
curative and preventive health care, and in the early 1980s it was operating its own CHR program 
and NNADAP project and offering services related to health education, public health, dentistry, 
nutrition, and hospital liaison (Health and Welfare Canada 1982). From the point of view of the 
Four Worlds Development Project, the BIHC constitutes "an excellent example of intersectoral 
collaboration, and interdisciplinary approach . . . and the sheer capacity of the Native community 
to creatively respond to their own problems when given the opportunity" (Bopp 1985: 73). 


The BIHC, more substantively described by Cardenas and Lucarz (1985), is oriented toward 
Native holistic health empowerment, with the community symbolized by the roots of the sacred 
tree, the eight-chief board symbolized by its trunk, and program implementation symbolized by its 
branches and leaves. Program implementation 1s carried out by the community health director, 
various program directors, supervisory personnel, and the frontline workers, who include 
community health nurses (CHNs), rural and urban CHRs, dental therapists, nutrition workers, and 
family and rehabilitation counsellors. CIH is clearly indicated by the egalitarian, collaborative 
relationship between the community health nurses (CHNs) and CHRs, with CHNs responsible for 
health development and CHRs for health service. This egalitarian, collaborative relationship "has 
evolved over a number of years with field staff coming full circle from resistance to increased 
community involvement to an identification of the necessity of increased inclusion of local people 
in programming at all phases" (1985: 262). In recent years the BIHC has been organized around 
community health development, health education, dental, and alcohol program areas, and in mid- 
1987 established a 17-bed alcohol and drug abuse treatment facility (Battlefords Indian Health 
Centre 1990a, 1990b). 


The Kateri Memorial Hospital Centre (KMHC), located in the Mohawk community of 
Kahnawake, only a short distance from downtown Montreal, is an older, more "urban" health 
centre than the BIHC. The KMHC is briefly described in Grescoe (1981: 120-122), Health and 
Welfare Canada (1983a), and more substantively in Remis, Stuart, and Gill (1975: II: 110-118), 
Macaulay (1988), Macaulay, Hanusaik, and Deslisle (1988), Montour and Macaulay (1988), and 
Macaulay, Hanusaik, and Beauvais (1989). Macaulay is the former non-Native and Montour the 
present Native medical director, and both are physicians associated with McGill University. The 
KMHC was founded in 1955 when a local woman (a natural community leader) obtained Mohawk 
Council of Kahnawake and Quebec government funding to assume control over a local hospital 
operated by a religious order that went bankrupt. In the late 1960s a medical clinic was established 
near the hospital with MSB and McGill University support, in 1970 the MSB terminated its 
support of the clinic, and in 1973 the Quebec government designated the hospital and clinic a 
"hospital centre," funding it on the the same basis as other Quebec community health centres. In 
1977 an MSB contribution funding agreement allowed the KMHC to administer its own nursing 
and dental programs, and in 1984 the Mohawk Council and Quebec signed "a historic 'nation-to- 
nation’ document, in which the government agreed to provide capital and operational financing to 
enable Kahnawake to build a new hospital centre... . The fine new building was officially opened 
in September 1986" (Macaulay 1988: 2168). 


The KMHC, then, has survived for over 35 years in the face of federal / provincial 
jurisdictional turbulence.!7 During the late 1980s the 43-bed KMHC featured resident physicians 
(one of them Native), visiting specialists from McGill University, a dietician, physiotherapist, 
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occupational therapist, dentist, pharmacist, as well as two nurses (one of them Native) engaged in 
a variety of curative and preventive activities. KMHC explicitly seeks staff who facilitate CIH, and 
staff turnover has been low, which has generated continuity of care and trust between the staff and 
community. KMHC has initiated a variety of programs and services related to home care nursing, 
dietetics, diabetic education, promotion of breastfeeding, outreach to Native youth, daycare for 
geriatric and mentally ill patients and inservice education. 


The Diabetic Education Program, initiated in 1984 on the basis of recommendations from a 
KMHC health needs assessment team—diabetes is one of the major new chronic diseases affecting 
Native people—aims to provide education, medical care, and cultural and emotional support in a 
CIH manner: "We aim to help diabetic patients to understand and manage their own disease, and to 
use the health professionals for consultation and advice.... The key features of this program are the 
‘indirect approach’; the educators’ understanding and acceptance of cultural foods and traditions; 
and individualized teaching that is appropriate, gradual, and non-threatening" (Macaulay, 
Hanusaik, and Delisle 1988: 1591-1592). Moreover, there are two Diabetic Awareness Days a 
year, with non-diabetics being encouraged to participate, and KMHC presents the results of its 
ongoing diabetes research to the community by way of workshops and local radio. 


Anishnawbe Health Toronto (AHT), located in Canada's largest city, is an urban Native health 
centre, and as such it addresses the needs of Canada's off-reserve Status Indians, displaced Inuit, 
non-Status Indians, and Métis, who tend to live in Montreal, Toronto, Winnipeg, Regina, 
Edmonton, and Vancouver, and who suffer from the usual Native health problems aggravated by 
the stress of adapting to urban living, being unfamiliar with urban health care systems, and facing 
communication problems with non-Natives (Shah and Farkas 1985; Shah 1988; Native Council of 
Canada 1990). AHT evolved from the Native Diabetes Education Program (NDEP), established in 
1981 when representatives from the Native Canadian Centre and other Native service agencies in 
Toronto, guided by a steering committee of urban Cree and Ojibwa, obtained funding from the 
Donner Canadian Foundation. The NDEP, having its roots in a Native nutrition outreach project 
initiated by a physician and dietician in 1975, and becoming part of Anishnawbe Health Resources 
when it was incorporated as an Ontario non-profit society in 1984, was "a venture in collaboration, 
where accountability of the professionals to Native advisors was established at the outset" (Hagey 
and Buller 1983: 29; Health and Welfare Canada 1985c). The NDEP, moreover, was culturally 
appropriate, in that its client workshops included Medicine Wheel ceremonials and its preventive 
activities were based on the Native "indirect approach," which seeks to avoid asking health related 
questions in a strident, impatient, potentially embarrassing manner (Hagey 1984, 1985). 


The NDEP, although successful, came to be viewed by its founders as too limited 1n scope, 
given the diverse health care needs of Toronto's Native people, and it was decided to work toward 
establishing a culturally appropriate, multi-service urban Native health centre. This decision was 
the subject of the January 1987 Toronto Native Health Conference, where representatives from 
Anishnawbe Health Resources, Native service agencies, non-Native service agencies with Native 
clients, and Native client groups resolved to carry out a feasibility study with respect to the 
proposed centre (Anishnawbe Health Toronto 1987). 


The feasibility study led to the AHT submitting a proposal to the Ontario Ministry of Health's 
District Health Council Program, a proposal which details the health problems of Toronto's 20- 
35,000 Native people, highlights the need for culturally appropriate health care, and envisions 
viable urban Native CIH: 


This Native health centre will employ, on salary, Native health professionals, or non-Native 
health professionals sensitive to Native health conditions, barriers and needs. This Native 
health centre will plan and provide, with Native and non-Native community input, appropriate 
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health promotion, education and disease preventing programs; these programs will deal with 
the underlying socio-economic and environmental causes which contribute to the poor health of 
Native people. This Native health centre will promote the use of traditional holistic methods in 
health assessment and treatment—understanding the Native tradition of balance in mind, body 
and spirit (Anishnawbe Health Toronto 1988: paragraph 20). 


The proposal further states that the health centre will be located in downtown Toronto, that it 
will promote its activities, that it will employ physicians, other biomedical personnel, and urban 
CHRs, and that it will provide an array of services, including biomedical treatment, addiction 
counselling, crisis intervention, and traditional healing. The AHT organizational structure is 
presented in the form of a Medicine Wheel, with the individual at the centre, then, as the circle 
widens, biomedical health services, community health services, health promotion, management 
support, the board of directors, advisory groups (including health care professionals and elders), 
and the larger urban Native community. In announcing its approval, the Ontario Health Ministry 
refers to AHT's 13-year track record, indicates that AHT is the province's 18th community health 
centre, and states that the centre "for Native people, run by Native people" will be funded at 
$800,000 a year (Ontario Ministry of Health 1988). Verna Johnston, in a rare public presentation 
by a Native CIH project founder and respected elder, in this case at the Canadian Council on 
Multicultural Health First National Conference, maintains that "many of the ailments of today are 
caused by stress, add alcohol and drugs and lack of a spiritual base, it's a wonder that any of us 
are walking the earth after 50 years... . Diabetes [which is stress related] is one of the worst 
problems for our Native people" (1990: 99). 


There is little literature on other Native community health centres in Canada. Ryan and Larsen 
describe an unnamed centre near Calgary which was initiated 1n the early 1970s and subsequently 
failed due to the inability on the part of the Native staff and non-Native biomedical personnel to 
“recognize and accept the legitimacy of cultural differences" (1981: 35). A brief description of the 
Peguis Health Centre is provided in Health and Welfare Canada (1983b), indicating that it was 
opened in 1981 when the community assumed control over its own health care delivery, that there 
is a collaborative relationship between the nurses and CHRs, and that the services relate to chronic 
disease treatment, communicable disease control, maternal and child health care, and school health 
education. 


Speck describes the Nimpkish Indian Health Centre as "a nice, modern cedar building, located 
behind the old residential school. There's a medical library and a reading room, a dental clinic, a 
conference room, and a series of offices"—tthese offices are for the physician, health coordinator, 
Native nurse, CHRs, social development and youth workers, homemakers, probation officer, and 
several alcohol and drug abuse counsellors (1987: 270). 


There is a larger literature on formal and informal rural community health committees, often 
referred to in the literature as "programs," "projects," "groups," or "centres," which may be 
summarized as follows: 


¢ The Shamattawa Recreational and Parent-Effectiveness Program was initiated during the mid- 
1970s by an MSB physician in this isolated northern Manitoba community in order to prevent 
young people from sniffing gas (Scott 1976; Health and Welfare Canada 1984c). The program 
led to the creation of the Leonard Miles Memorial Centre, which in the early 1980s functioned 
as a drop-in centre and offered a variety of counselling and recreational activities. 


e During the mid-1970s The Pas Reserve in Manitoba hired their own MSB nurse: "The band 
wanted to have control of the nurse instead of the nurse having to follow the stiff regulations 
that govern them during working hours, so the band began pressing for their own nurse to 
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work for them.... And they wanted home care which some of the public health nurses felt they 
shouldn't be doing" (Wilson 1976: 160). A formal community health committee apparently 
collaborates with the chief and council to solve local health care problems. 


In 1976 the Northwest Territories Council of St. John Ambulance initiated, with the 
participation of the local Native people, a Home Nursing Program, which aims to train Native 
people to take care of patients at home, thereby reducing the number of admissions to hospitals 
and nursing stations, the length of time patients have to spend in these facilities, and the trauma 
experienced by some patients in these facilities (Hewitt 1978). 


In 1978 an Inuit village voted to prohibit the use of alcohol, with the immediate cause being 
several alcohol related, violent deaths and the underlying cause having to do with the settled 
way of life adopted by the Inuit since the mid-1960s, which led to stress, the use of alcohol as 
a stress reducing "medicine," and the realization on the part of the Inuit—specifically, on the 
part of community leaders who felt empowered by the general trend toward political self- 
determination in the North and who belonged to the Settlement Council and Anglican Church— 
that alcohol, in fact, was "contributing to a drastic increase in family violence and a breakdown 
in moral codes for behaviour" (O'Neil 1985a: 341; also described in O'Neil 1981b, 1985b). 
By the early 1980s, moreover, at least eight other Inuit villages had prohibited the use of 
alcohol. 


The deaths by suicide of eight young members of a small community on the Manitoulin Island 
Reserve in a one-year period in the mid-1970s led to the creation of the Rainbow Lodge 
Recovery Centre (Fox, Manitowabi, and Ward 1984). The lodge features two Native mental 
health counsellors and a travelling mental health clinic as well as a variety of outreach, 
preventive activities, including an employment project for young people, a school program, 
family counselling, and community feasts (alcohol was not permitted at these feasts, which 
were intended as a form of holistic health empowerment). These activities led to a decline in the 
small community's suicide rate. 


In 1979 a Native psychiatrist initiated a Balint Group made up of Mohawk, Oneida, Ojibwa, 
and Algonquin physicians, social workers, probation officers, counsellors, and a CHR, and 
the group's impact has been such that "the entire psychiatric and mental health services for the 
Indians of the entire county [which centres on London, Ontario] have evolved and developed 
through this group" (Brant 1982: 5).18 These Balint Group services encompassed the 
identification of psychiatric problems by the CHR, relevant social work and counselling, and 
formal treatment at the London Psychiatric Hospital. There is also referral to and from 
traditional healers, intersectoral collaboration with medical specialists and Native band 
councils, and culturally appropriate interpretation of psychiatric problems. 


Since the mid-1980s the Hollow Water Reserve Group (Manitoba) in collaboration with nearby 
Métis communities developed a treatment program for sexually abused children: "Instrumental 
in the success of this program has been the formation of a Resource Committee which was 
initiated by the community and directed by community leaders to create a holistic model of 
treatment that is an alternative to the penal system (Seymour et al. 1990). The holistic approach 
developed as a result of committee member attending personal growth sessions at Alkali Lake, 
and it entails confronting the child sexual abuser, guiding him or her through a "healing 
contract" process, "cleansing" the abuser at a final healing ceremony, and encouraging other 
abusers to come forward. 


health committees, again often referred to in the literature as "programs, 
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There is fairly large, but still fragmentary, literature on formal and informal urban community 
" "projects," "groups," or 


"centres," which may be summarized as follows: 


Toronto 


Native Child and Family Services of Toronto, a Native social service agency established in 
1984, is oriented toward holistic health empowerment as symbolized by the Medicine Wheel 
symbol (Nabigon 1990). The agency feels itself responsible for all Native children in the city 
and engages in casework, customary care, band liaison, and community work (which 
emphasizes the maintenance and enhancement of Native family relationships). 


Since Native men living in Toronto are greatly in need of residential housing and lifeskills 
support services, the Native Men's Residence (NA-ME-RES) was established in 1986, which 
"provides a temporary home, food and support services for Native men 16 years of age and 
older. Its programs assist native men to live an independent lifestyle, to be self-sufficient, and 
to re-awaken Native pride, values and cultural identity" (Farkas and Johnston 1989: 138-139). 
Clients, who are admitted on the basis of referrals from Native and non-Native social service 
agencies, tend to suffer from cardiovascular disease, dental problems, diabetes, substance 
abuse, and malnutrition. Food—A Balance to Life is one of NA-ME-RES' major programs, 
which features a handbook on all aspects of proper nutrition. 


Winnipeg 


According to Larry Starr, coordinator of the Services to Native Children Program, established 
in 1971 with Manitoba Indian Brotherhood and MSB funding at the Children's Hospital, 
University of Manitoba Health Sciences Centre, Native children "need the sound of a familiar 
language and someone who can sympathize and understand to visit then regularly. They may 
not talk, even to the interpreter, but someone should be there to hold their hands and just let a 
good feeling build up" (as reported in Fines 1979: 64). The program, which features Native 
liaison workers, was made permanent by way of funding from the Manitoba Department of 
Health and Social Development and the Manitoba Health Services Commission (Fontaine and 
Settee 1976). 


In 1978 the Nursing, Social Service, and Pastoral Department of the St. Boniface General 
Hospital initiated the Native Services Program, which was at first funded by the Donner 
Canadian Foundation, and subsequently by the hospital itself. The program features four 
Native liaison workers who interpret for and otherwise assist Cree, Saulteaux, Ojibwa, and 
Island Lake patients. These workers also help to "improve the understanding by health 
professionals and hospital staff of the cultural values of the Native person as they relate to 
health care delivery" (Moore 1984: 32). The program also conducts conferences and 
workshops dealing with native health care issues. 


Since Native women living in Winnipeg are greatly in need of housing, employment, 
education, and medical services, the Native Women's Transition Centre was established in 
1981, which has four non-professional Native staff members on duty 24-hours a day: "We 
take women that are referred from various agencies, or women can come on their own. What is 
unique about our centre is that it is long term... . The only rule is that we don't allow alcohol in 
the house. Anything that we have in the building, such as programs, is planned with the 
women" (Whitehawk 1982: 35). Women are taught about Native culture, there is a group 
dynamics course, and weekly Alcoholics Anonymous meetings are held. 
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Regina 


Hutchison (1986), a physician with the Regina Health Department, points out in a letter to the 
editor of the Canadian Medical Association Journal that the department's Native Program has 
employed a Native sexually transmitted diseases worker since the mid-1970s, two other Native 
community workers have been employed on a permanent basis since 1982, and a Native 
registered nurse was hired in 1985 to do liaison work with Native groups. The program has led 
to increased immunization and recognition of medical problems. Hutchison's letter is in reply 
to Farkas and Shah, who concluded after surveying Native health care programs offered by 24 
city health departments across Canada that "in general, urban Natives are not recognized as a 
special group requiring particular consideration" (1986: 276). 


In 1981 the Saskatchewan Department of Health provided a grant to the Regina Native 
Women's Association to deliver a Prenatal / Postnatal Counselling Program, which was 
available to all Native women regardless of their status under the Indian Act (Glor 1987). 
Staffed by two non-Native professional and four Native non-professional counsellors, the 
program offered individual counselling and group sessions, resulting in more Native women 
receiving relevant information than would normally have been expected and an improvement in 
the diet of those who received counselling early in the program. The program may have 
stimulated more Native women to visit physicians, a low level of alcohol and drug use, and 
increased breastfeeding, but there is no evidence that it had an impact on infant birth weight or 
mortality rate. 


The Wasakaw Pisim Native Liaison Project, established at Regina General Hospital in 1982 
with funding from the Donner Canadian Foundation and with Native community consultation, 
is described by its founder (Baker et al. 1987; Baker 1988) and its longtime executive director 
(Isbister 1990). The project, which has always aimed "to provide a Native service, run by 
Natives" (Baker 1988: 53), employs four counsellors to reduce the fears of Native children 
entering the hospital and help them with communication problems, and to assist parents in 
home care. The project has become an autonomous unit within the hospital and has expanded 
to include all Native people, not just children: "This has caused an influx of referrals from other 
agencies. The referrals come from all areas, organizations, concerned friends, relatives, and the 
immediate families. It 1s important to note the referrals also come from within the community 
and not just within the hospital" (Isbister 1990: 99). The project, moreover, holds annual 
cross-cultural conferences. 


Other Urban Locales 


The Edmonton Board of Health established the Urban Native Working Group (UNWG) in 
1986 to explore how the board could best address the needs of urban Natives (Paton 1988). 
The UNWG includes representatives from several Native organizations, and it initiated Inner 
City Health Symposium held in Edmonton in June 1986, which called for more urban CHRs, 
more Native health care volunteers, the establishment of an Edmonton Native health centre, 
cross-cultural education for health care professionals, Native liaison workers in city hospitals, 
and the use of traditional medicine in city hospitals. 


Alberta's first Native hospital liaison worker, who is fluent in Cree and Chipewyan, is based at 
the Fort McMurray Regional Hospital, where she explains medical procedures to Native 
patients, interprets for them, reassures them, arranges their transportation to and from the 
hospital, picks up prescriptions for them, and makes home visits (Thomas 1988). 
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e The Iskwew: Women Helping Women Project was initiated by the Prince Albert Cooperative 
Health Centre in 1986 to address the needs of abused Native women. Operated by a committee 
of six volunteers, the project believes in popular education, participatory research, feminism, 
and empowerment, and has been attempting to "develop a network of mutual help groups for 
abused women, and to strengthen the community network of organizations to better aid women 
experiencing violent relationships” (Dickson 1989). There are three mutual help groups, with 
members taking part in discussions, workshops, and conferences, and interacting with external 
resource people. 


e The St. John's Native Friendship Centre was established in 1983 to provide information, 
interpretation, transportation, and accommodation services to Micmac, Naskapi-Montagnais 
Innu, and Inuit people coming to the city for medical treatment (O'Hollaren 1990a, 1990b). 
These services help reduce culture shock. Until recently, the centre was staffed largely by non- 
Native volunteers, but now most of the 10 paid staff members are from Labrador Native 
communities. The centre has produced an orientation handbook in the English, Inuktitut, and 
Naskapi-Montagnais languages, and is currently preparing a medical lexicon in the two Native 
languages as well as a hospital orientation videotape. The centre is developing a cross-cultural 
orientation program for non-Native health care personnel. 


This section of the review, then, suggests that there are at least three fairly well documented 
Native community health centres offering a full range of curative, preventive, counselling, and 
social services to a broad clientele. These centres embody Native CIH, including holistic health 
empowerment, with one of them developing a unique community health nurse / community health 
representative collaborative model, and the other two initiating community based, culturally 
appropriate diabetes education and treatment programs. There are also numerous smaller rural and 
urban projects, programs, groups, and centres embodying Native CIH, including holistic health 
empowerment, and offering specific counselling, liaison, lifeskills services to a specific clientele, 
ranging from single Native men to hospitalized Native children. Both the community health centres 
and their smaller, more specific counterparts draw upon a wide variety of institutions for support, 
including universities, hospitals, social service agencies, city health departments, provincial 
government departments, and private foundations. They often engage in intersectoral collaboration, 
and they sometimes have a volunteer component. 


There is a need for more intensive study of these dynamic local Native CIH initiatives. It is 
likely that they occur in Montreal and Vancouver, but there 1s little literature to provide details. 
More than 100 Native friendship centres have existed across Canada since the early 1970s; yet (like 
NNADAP projects) they remain unstudied. Comparing the three major Native community health 
centres or the several liaison programs would allow more valid interpretation of CIH indicators. 


Access and Training Opportunities 


Access programs, which facilitate the entry of Native people into health care professional 
education, are vital CIH support mechanisms. As previously indicated, the Indian and Inuit Nurses 
of Canada helped establish the MSB Indian and Inuit Health Careers Program (IIHCP) in 1984, 
and this program remains the broadest Native CIH access support mechanism in Canada. The 
ITHCP, referred to briefly throughout the literature, is described by Health and Welfare Canada as 
a program that was established "to encourage and support Indian participation in educational 
opportunities and provide a learning environment designed to overcome many of the social and 
cultural barriers that currently inhibit the native students’ educational achievement" (1985c: 
brochure). It has five components, namely, bursaries and scholarships (for Native students 
studying at recognized post-secondary educational institutions), professional development 
(students may receive financial support to attend workshops and conferences), career related 
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employment (students may receive job training at MSB hospitals or clinics), institutional programs 
(elders in residence, daycare, cultural activities, and so on may be funded), and community based 
programs (local Native educational and training initiatives may be funded). By the end of the 
1980s, the IIHCP had supported about 250 Native students, awarded these students 115 bursaries, 
and 17 scholarships, and funded 19 institutional programs, and it was being defined as a support 
mechanism for the Health Program Transfer Initiative (Health and Welfare Canada 1990a: 25). 


Recognized post-secondary educational institutions in Canada, specifically universities, have 
also played a major role in access. Gilmore (1990b) provides an overview of these university 
access programs, briefly describing the University of Manitoba's Special Premedical Studies 
Program (SPSP), the University of Toronto's Indian Health Careers Program (IHCP), and the 
University of Alberta's Native Health Care Careers Program (NHCCP). The SPSP, the oldest and 
most substantial of the three programs—tt is, indeed, the most substantial one in Canada, although 
restricted to Manitoba Native students—has generated the most literature, which is reviewed below. 
The IHCP, initiated in 1986, includes the faculties of medicine, nursing, pharmacy, occupational 
therapy, and speech pathology. It provides students with limited financial support, by way of a 
contribution funding agreement with DIAND, for tuition fees, books, and living expenses; it 
attempts to help students maintain a sense of heritage by sponsoring workshops on relevant topics 
such as traditional medicine; and it encourages graduating students to return to work in their 
communities. The NHCCP, initiated in 1987, merely sets aside two positions per year in the 
Faculty of Medicine for qualified Native students and offers some tutorial support to these students 
as well as linkage with faculty member advisors. 


The University of British Columbia's First Nations Health Care Professions Program was 
initiated in 1988 with IIHCP support, and it features an advisory board made up of First Nations' 
and university representatives, intersectoral collaboration with respect to First Nations' 
communities, university faculties, and high schools (it has a Summer Science Program for Native 
high school students interested in pursuing a health care career), and it offers successful applicants 
personal, academic, and financial counselling, tutorial services, and linkage with faculty member 
advisors (First Nations Health Care Professional Program 1991). The University of Saskatchewan 
has provided the National Native Access Program to Nursing since 1985, which is supported by 
the INHCP and the Saskatchewan Indian Federated College in Regina (as briefly described in 
Dickson, Irvine, and Hemmelgarn 1990). In 1985, as well, Cariboo College, in Kamloops, British 
Columbia established, with joint MSB / DIAND funding, a Native Health Careers Access 
Program, which offers college preparation courses in biology, physics, chemistry, and English as 
well as a course on provincial issues and trends in Native health care (Jones 1986). 


The University of Manitoba's Special Premedical Studies Program (SPSP), established in 
1979, is well described in the literature (Whitmore 1982; Stephens and Silver 1985; Kappel 1987; 
Bartlett, Cook, and Cox 1988; Stephens 1989; Fitznor 1990; Matusik 1991; Synergy 1991). The 
SPSP total enrollment to date is 146, with a current premedical enrollment of 28. Moreover, there 
are 9 SPSP students enrolled in its Professional Health Program, which supports SPSP graduates 
who choose to enter professional faculties. Essentially, the SPSP offers ongoing academic 
support, personal support for as long as necessary, and financial support for both the premedical 
and professional years. The intensity of its premedical academic support is indicated by the 
following: "One of the most important characteristics of SPSP is the first year / second year 
bridging in chemistry and physics for those students with a weak science background. Classes 
meet 6 hours a week, instead of the usual three, plus the courses are extended for an extra year" 
(Matusik 1991: 3, original emphasis). As for Professional Health Program support, students are 
linked with Northern Medical Unit physicians and specialists, who take students north with them 
to work and learn about Native communities. The SPSP's budget amounts to about $6 million per 
year, although the expenses of Status Indians are covered by contribution funding agreements with 
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Manitoba First Nations and DIAND. Federal financial support was withdrawn from SPSP at the 
end of the 1988-89 fiscal year when the Canada / Manitoba Northern Development Agreement 
expired, with Manitoba continuing its $2 million contribution and adding an additional $1.3 million 
to help cover the shortfall, but the SPSP is presently unable to accept new students. 


The federal withdrawal of financial support was justified on the grounds that the SPSP was not 
cost-effective. The SPSP, however, has an overall success rate of over 40 percent and, unlike any 
other Canadian university access program, it has produced five Native physicians, two dentists, a 
physiotherapist, a pharmacist, and numerous other university graduates. There is a specific gap in 
the literature regarding the cost-effectiveness of Native health care professional access programs 
and a more general gap regarding the cost-effectiveness of Native health care programs, from the 
CHR Program and the NNADAP to the Health Program Transfer Initiative and the ITHCP. 


Segal, documenting the overall absence of Native health care professional training 
opportunities at the end of the 1970s, concludes that "the answer to the tragedy of Indian ill health 
resides in education and services rendered within the community by its members. Training will be 
the key" (1980: 42). Castellano, in light of emerging Native CIH in Canada, emphasizes the need 
for advanced Native health care professional training, arguing that "the diffusion of technical 
planning skills beyond the national and regional organizations and into the communities is essential 
for effective Indian participation in policy development" (1982: 126). Throughout the 1980s 
relevant training opportunities have expanded or emerged—for nurses, CHRs, health 
administrators, alcohol and drug abuse counsellors, and dental therapists. With respect to 
physicians, however, whether Native or non-Native, "there are no programs in the country which 
aim to produce strong, independent primary care physicians for isolated areas. Perhaps some 
thought needs to be given to developing such programs" (Moffatt, Dickoff, and Postl 1988: 373). 


One of the major programs seeking to produce strong, independent primary care nurses for 
isolated areas is Memorial University's Outpost Nursing and Nurse-Midwifery Program, which 
appears to embody the old PHC rather than the emergent CIH, since in Toumishey's (1982) 
account there is no mention of either Native participation or culturally appropriate health care 
training, and although intensive clinical field work is required, it is in the context of Grenfall 
Regional Health Services nursing stations. Gregory (1988a: 170) briefly describes a similar 
program at Dalhousie University. Stewart mentions three IIHCP supported, Native CIH oriented 
nursing programs of the early 1980s, namely, the Blue Quills Grant MacEwan Community 
Diploma Nursing Program (St. Paul, Alberta), the Northern Nursing Education Program 
(Thompson, Manitoba), and the Inner City Nursing Project (Red River Community College, 
Winnipeg), which "provide opportunities for nursing education to people who, because of 
sociocultural, academic, or geographical barriers, would not have been accepted into the regular 
nursing education programs" (1984: 37). Irvine briefly describes a three-year diploma nursing 
education program established in 1984 at Moosonee, Ontario, which provides students with 
clinical experience, brings in guest speakers, and offers a Nurses in a Native Setting course that 
focuses on the "history, sociopolitical and medical realities of the Native people in Canada, 
especially the Swampy Cree indigenous to this area" (1987: 18). 


The Northern Baccalaureate Nursing Program was developed in 1985 by the Swampy Cree 
Tribal Council and the School of Nursing at the University of Manitoba. The program, which 
constitutes a participatory model, was planned in consultation with Native educators, student 
counsellors, medical interpreters, elders, and members of the Manitoba Indian Nurses Association, 
many of whom "stated that a northern nursing program ought first to foster a sense of Native 
identity, a large part of which is recognition of and respect for traditional Native healing resources. 
The program planners were further advised to seek the advice and counsel directly from northern 
traditional healers with regard to curriculum planning and program delivery" (Gregory and Stewart 
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1987: 25; see also Gregory 1988a, 1989; Thomlinson, Gregory, and Stewart 1990). The program, 
not thoroughly described in the literature, focuses on advanced clinical training and Native health 
care issues, and in order to obtain Manitoba funding (the MSB funds it at the 60 percent level) it 
had to be designed to complement existing provincial Native nursing programs (Swampy Cree 
Tribal Council 1990b: 7). 


Also in the mid-1980s, the Nisga'a Valley Health Board (NVHB), a Native health authority 
and transfer agreement holder about which little has been written, established a Northern Native 
Indian Professional Nursing Program in cooperation with Northwest Community College in 
Terrace and the British Columbia Institute of Technology (Mardiros 1986). This program features 
pre-nursing preparation at the college and registered nurse training at the institute, culturally 
appropriate instruction, and an elective on traditional medicine. The NVHB, with ITHCP support, 
has also established a Native Health Career and Recruitment Program, which aims to "increase the 
number of Native people in the health care professions who understand Native Indian cultures, 
languages, the specific needs of the community, and who are prepared to provide health care in a 
sensitive and holistic manner" (Nisga'a Valley Health Board 1990: brochure). This program 
employs a worker in Northwest Community College's Career Centre who attends workshops, 
conferences, high school career days, and community functions in order to promote Native interest 
in health careers. 


The literature contains several references to but few adequate descriptions of CHR training 
programs, which the MSB has apparently offered at different times and places (the MSB / DIAND 
CHR training program at Norway House appears to be the prototype) in the 30 years since the 
CHR Program was established. The old PHC type of training is described by Sarsfield (1982), 
who indicates that Grenfall Regional Health Services was training both health aides and lay 
dispensers (these are less formal CHRs, who work in very small, isolated communities) in the 
measurement of vital signs, emergency first-aid, and medical communication, with health aides 
offered additional training in medical history taking, confidentiality requirements, drug dispensing, 
and health promotion. Alberta Vocational Centre (1989) describes the evolution of its MSB CHR 
training program at Lac La Biche, which began in 1973, with students required to undergo one 
year of intensive study far from home. In 1978, however, as a result of consultations with Native 
community leaders, it was decided to adopt a modular format, with field work occurring between 
the training modules, and by the mid-1980s the field work component was lengthened, so that 
currently the 30-week program features four three-week modules between which students take part 
in six-week practicums at a community health centre or clinic. Though instruction is apparently 
culturally appropriate, the training itself aims to turn out CHRs who are destined to become 
assistants to nurses, interpreting for them and helping them to identify physical and mental 
problems, to make appropriate referrals, and to maintain client records. 


Health program transfer has stimulated at least two CHR training programs oriented toward 
Native CIH. The Community Health Representative Program at Arctic College's Yellowknife 
Campus, established as a permanent program in 1989 with GNWT support and Employment and 
Immigration Canada job creation funding, and a total budget of $125,000, features an advisory 
committee made up of representatives from each GNWT regional health board, a 13-page CHR job 
description, a student handbook, an initial class of 10 students selected on a competitive basis from 
communities with vacant CHR positions, a Native person represented on the GNWT selection 
committee, and one fulltime and two part-time instructors (Swann 1990). The 10-month instruction 
period consists of four four-week classroom modules interspersed with three eight-week 
practicums, with the classroom instruction relating to first-aid, anatomy, prenatal care, nutrition, 
environmental health, and professional development, and the practicums taking place under the 
supervision of the head nurse in community health centres. The initial class was critical of the 
support services offered by the college, and they expressed confusion as to the precise role 


39 


expected of them as graduate CHRs. The CHR Training Program established in 1986 by the 
Nishnawbe-Aski First Nation in cooperation with Confederation College in Thunder Bay features 
culturally appropriate instruction designed to enable graduates to work within First Nations’ health 
care priorities in the context of emerging self-government (Bluebird and Krasaukas 1990). 


Transfer has also stimulated the unique Health Development Administration Certificate 
Program (HDACP), which was established in 1988 in Alberta by the Yellowhead Tribal Council 
(YTC) in cooperation with Athabasca University and the MSB. The council, in fact, contributed 
$35,000, the university almost $160,000, and the MSB about $345,000, and representatives from 
these bodies comprise the program's administrative committee. The YTC, a voluntary association 
of four central Alberta First Nations, in establishing the HDACP was explicitly aiming toward 
transfer based CIH: 


Recently the federal government indicated its intent to decentralize resources pertaining to 
Indian health programming and eventually transfer them directly to Indian control. Soon after 
this announcement the YTC made a commitment to member bands to actively pursue such 
control in the most professional manner possible. In reviewing their existing resources, the 
YTC leadership recognized the need for specialized education for prospective health directors 
prior to transfer of health resources to band control. As a result, the YTC established a 
community-based Steering and Curriculum Committee, which, under the leadership of Ms Ella 
Paul, secured initial funding to research the possibility of such programming, hired a 
consultant, and commenced negotiations with Athabasca University (Yellowhead Tribal 
Council and Athabasca University 1987: 6). 


According to HDACP coordinator T. Palakkamanil, the YTC has long recognized that 
“community health issues are social, political and economic issues that can be dealt with effectively 
only in the framework of overall community development" (as reported in University Affairs 1990: 
16). The YTC, moreover, has offered Athabasca University's outreach courses to band members 
in Native community settings, and the university itself has an excellent reputation in the Alberta 
Native community. The HDACP, then, was developed as a result of close intersectoral 
collaboration between a Native health authority, a progressive post-secondary institution, and the 
MSB. It is a sophisticated, professional program offering two years of intensive classroom 
instruction (worth 60 university credits) and summer practicum / field placement experiences that 
centre around the planning, development, and administration of health care services at the 
community level (Palakkamanil 1990). During the first semester, the drop-out rate was 50 percent, 
as most of the students entering had only a grade 10 education and had been out of school for five 
years. However, four of the students who graduated in mid-1990 had been awarded bursaries from 
the ITHCP. 


The planning, development, and administration of health care at the community level was what 
the Swan Lake First Nation community health committee was being trained to do in 1989, as part 
of the pre-transfer planning process, and with considerable local intersectoral collaboration: "To 
develop the training program, Dave Scott, the Dakota Ojibwa Tribal Council Health coordinator, 
worked with the Band, the Indian-run Yellowquill College at Portage La Prairie, and the provincial 
Assiniboine Community College in Brandon, Manitoba. The health transfer group trained three 
days each week for three months" (Health and Welfare Canada 1989c: 4). 


The NNADAP has generated one major training program and participatory model, namely, the 
Nechi Institute on Alcohol and Drug Education (NIADE), which is all but ignored in the Canadian 
health care literature. From the point of view of the Four Worlds Development Project, NIADE 
represents an eminently successful "para-professional development strategy to provide a Native- 
based training and field network in the areas of alcoholism and mental health services, which 
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encompass the health spectrum of treatment, counselling, support and education; a community 
strategy to implement Native-oriented programs with the necessary commitment at the community 
level" (Bopp 1985: 62). NIADE was incorporated as an Alberta non-profit society in 1974 by 
Native alcohol counsellors who believed that the relevant counselling, rehabilitation, research, and 
management could most effectively be done by Native people themselves. By the early 1980s 
NIADE had obtained Alberta Alcohol and Drug Abuse Commission (AADAC) funding and 
become one of the NNADAP's most substantial counsellor training programs, training 
approximately 1,500 Native counsellors from all over North America during the past decade. 
NIADE, directed by a Native board and fully staffed by Native people, currently trains the staff of 
13 treatment centres, detoxification centres, and halfway houses, and conducts 29 rural and urban 
Native training programs. Since 1984 NIADE has shared space with Poundmaker's Lodge (a 
Native alcohol and drug abuse treatment centre about which little has been written) in an Alberta 
funded $6.5 million building near Edmonton—"the only one that combines a Native treatment 
centre and Native training centre on the North American continent" (Nechi Institute on Alcohol and 
Drug Education 1991: 3). NIADE has 44 training beds in this building, and Poundmaker's Lodge 
has 54 treatment beds. These organizations together host the monthly dances and annual pow wow 
that are held in the large gymnasium andwhich are open to non-Natives. 


NIADE training is oriented toward the acquisition of the basic knowledge necessary for 
counsellors to work at the community level. Trainees are considered responsible for their own 
learning, and the Experiment Learning Model is utilized, which features lectures, structured 
exercises, brainstorming sessions, group discussions, support groups, and role playing, 
supplemented with videotapes and written material. Courses include Community Addictions 
Counselling, Advanced Counsellor Training, Program Management, Native Trainers 
Development, Family Violence, and Adult Children of Alcoholics. Training is designed to run one 
week per month in order to give trainees time to gain practical experience, which it is their 
responsibility to arrange—and, "because we are Native-oriented, the morning of every training set 
is started with a Sweetgrass ceremony, prayers and a hand-shake circle" (Nechi Institute on 
Alcohol and Drug Education 1991: 3). Applicants must have a minimum of six months' sobriety, 
and they must pay tuition, although often they are sponsored by their community, a Native 
friendship centre, NNADAP, or AADAC. A survey of graduates revealed that all associated their 
NIADE training with improved attitudes toward self, 78 percent perceived the training as having 
strengthened their sobriety, and 60 percent perceived it as having strengthened their identity as 
Native people. 


Anigawncigig Institute et al. (1990) describe the Native Community Care: Counselling and 
Development Program established by the Anigawncigig Institute (Peterborough), the Association 
of Iroquois and Allied Indians (London), Cambrian College (Sudbury), Mohawk College 
(Brantford), and Union of Ontario Indians (North Bay), which is oriented toward self-government 
and features culturally appropriate instruction in areas such as personal growth and development, 
substance abuse, community health care, communications, Native Studies, and behavioural 
science. 


The School of Dental Therapy established at Fort Smith in the Northwest Territories in 1972, 
then relocated to Prince Albert, Saskatchewan, in the mid-1980s and renamed the National School 
of Dental Therapy (NSDT), is adequately described by Davey (1982, 1988, 1990), Health and 
Welfare Canada (1990h), and McDermott, Mayhall, and Leake (1990). Davey is the school's 
dynamic founder and promoter. Essentially, the NSDT addresses an important Native health 
problem, the high prevalence of dental caries, in a classic PHC manner, namely, by economically 
training (Davey maintains that the cost of training is recovered after 2.5 years of postgraduate 
employment) auxiliary personnel to deliver dental care in small, isolated communities. Native and 
non-Native trainees, and some foreign students, are taught to chart dental conditions, take x-rays, 
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give local anaesthetics, clean and fill teeth, administer fluoride, perform uncomplicated extractions, 
treat soft oral tissues, provide emergency services, and conduct school based preventive programs. 
Many teaching clinics are held in the field, and the portable, reliable training equipment 1s taken by 
graduates into the communities where they will work. All training costs are paid by the MSB and 
DIAND, with Status Indians and Inuit being provided a living allowance. Graduates of the two- 
year program receive a diploma and become licensed dental therapists, although it appears that they 
are not yet licensed to practice in Ontario and Quebec. By the late 1980s over 70 dental therapists 
were working in Canada, mostly in western Canada and the North. The NSDT is clearly an 
important, innovative CIH support mechanism, if not participatory model, and there remains a 
need for a comprehensive case study of this school and its impact in Canada and abroad. 


Thus, during the 1980s access and training support mechanisms have emerged in response to 
the emerging Native CIH in Canada. Some of these support mechanisms are fully participatory and 
manifest a high degree of intersectoral collaboration, particularly the Swampy Cree Tribal 
Council's Northern Baccalaureate Nursing Program, the Yellowhead Tribal Council's Health 
Development Administration Certificate Program, and:the NNADAP generated Nechi Institute on 
Alcohol and Drug Education. These support mechanisms have not been well studied, however, 
and comprehensive case studies and broadly based comparison are necessary, once again, in order 
to adequately understand their implications for contributing to the momentum of more viable CIH. 
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IV The Relevance of Traditional Medicine 


The general relevance of traditional medicine to Native CIH in Canada has been indicated 
throughout this review, with traditional medicine, designated as a type of holistic health 
empowerment, playing a major role in several participatory models, including the Four Worlds 
Development Project, the Alkali Lake alcohol prohibition experience, the Northeast Saskatchewan 
Community Health Development Process, Battlefords Indian Health Centre, Kateri Memorial 
Hospital Centre, Anishnawbe Health Resources, the Rainbow Lodge Recovery Centre, the Balint 
Group, the Hollow Water Reserve Group, Native Child and Family Services of Toronto, the 
Native Women's Transition Centre, the Northern Baccalaureate Nursing Program, and the Nechi 
Institute on Alcohol and Drug Education. The Canadian health care literature, however, features 
little discussion of the relevance of traditional medicine at this level, except for scholars associated 
with specific participatory models, notably Macaulay (1988) of Kateri Memorial Hospital Centre 
and Hagey (1984) of Anishnawbe Health Resources, both of whom view holistic health 
empowerment as a necessary prerequisite to culturally appropriate, effective health care. 


The 1989 Health Transfer Forum, as mentioned previously, featured a holistic health 
empowerment logo, but it also featured an intensive discussion of the relevance of traditional 
medicine to health program transfer (Union of Ontario Indians and Assembly of First Nations 
1990: 23-24). The discussion concluded that First Nations should have the right to use the services 
of traditional healers, but that local elders should be consulted before traditional healing is included 
in the community health plans required under the Health Program Transfer Initiative. Those 
strongly opposed to the inclusion of traditional healing argued that since healers are a unique part 
of the original Native health care system they cannot be "transferred," and that if traditional healing 
were included it would be subject to transfer's evaluation provisions, while others argued that 
including traditional healing might interfere with local customs regarding the paying of healers. 
Traditional healing, then, is a First Nations issue to the extent that its specific relationship with the 
biomedical health care system is problematic. 


The Alma-Ata Declaration of 1978 indicated that traditional healers have a role to play in PHC 
with respect to complementing the work of appropriately trained teams of physicians, nurses, and 
community health workers. Bannerman argues that in some developing countries where the 
population tends to regard biomedicine as culturally inappropriate, PHC "devolves on the healer, 
herbalist, traditional midwife, and other traditional practitioners. These are the health workers who 
offer services to the disadvantaged groups that total about 80% of the world's population and have 
no easy access to any permanent form of health care" (1983: 320). Bannerman, however, 
perceives traditional healers who have not been trained in biomedicine as difficult to integrate into 
the official sector of the health care system. Mutalik argues that traditional medicine is relevant to 
PHC because it is widely accepted at the local level and features "simple, inexpensive, non-toxic 
and time-tested remedies for the alleviation of disease and disability" (1983: 281), but indicates that 
many traditional healers are elderly individuals accustomed to private practice and that linkages 
between the non-official and official health care sectors tend to be tenuous. 


The official health care sector in most countries has been dominated by modern scientific 
medicine, or biomedicine, which became the dominant sector as a result of the colonial expansion 
of European countries: "Thus, throughout the present century, it was, in theory, illegal for anyone 
not a physician with a university education to practise medicine in the villages of French-speaking 
Africa or in the forests of South America, just as in Paris or Los Angeles” (Stepan 1983: 290). 
Biomedical dominance, constituting a near monopoly, was originally established in European 
countries to protect the population from unqualified or alternative medical practitioners and to 
protect the socioeconomic position of qualified biomedical practitioners. Unqualified or alternative 
medical practitioners, moreover, were defined so as to include traditional healers who, in the 
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words of a 1976 United Nations African Expert Group, are "recognized by the community . . . as 
competent to provide health care by using vegetable, animal and mineral substances and certain 
other methods based on the social, cultural and religious background as well as on the knowledge, 
attitudes and beliefs that are prevalent in the community regarding physical, mental, and social 
well-being and the causation of disease and disability" (as reported in Stepan 1983: 292). In some 
countries, particularly Asian societies, there has long been a more tolerant attitude toward 
alternative or traditional healers. 


The Canadian health care system has always featured official biomedical dominance. 
Traditional Native healing practices, for example, were forcefully suppressed at the turn of the 
century, along with many other aspects of Native culture (Obomsawin 1980; Medicine 1988). In 
the North, biomedical dominance has been so pervasive as to be termed the "medicalization of Inuit 
social life" by one of Canada's most prominent health care researchers (O'Neil 1985c). Canada, 
however, may be moving toward a more tolerant attitude toward alternative or traditional healers. 
McCormick, for example, indicates that the 1986 Report of the Expert Advisory Committee on 
Herbs and Botanical Preparations recommended that "a separate category of product be created for 
sale in Canada. To be tentatively known as ‘Folklore Medicines,’ these products are to have special 
labelling which identifies traditional uses and prominently notes that such claims are not based on 
‘scientific’ testing" (1988: 9). McCormick points out that these folk medicines are the tools in trade 
of many alternative medical practitioners and Native traditional healers. There are, as well, a 
number of physicians in Canada who have helped foster Native CIH—for example, Hutchison 
(1986), Irvine (1988), Rozental (1987a), Bain (1988), Macaulay (1988), Baker (1988)—which in 
itself implies that these physicians have a degree of tolerance toward Native traditional medicine. 
Deagle (1988), a physician, argues that Native traditional medicine can teach physicians that 
sickness affects the whole person, that traditional herbal remedies may be efficacious, and that 
caring is the most important aspect of successful curing. 


In terms of social theory, a tolerant attitude toward alternative medical practitioners and 
traditional healers implies medical pluralism, which "presupposes many world views, many paths 
to experience, and many communication models that distort experiential input. Such a view is 
necessarily at odds with a prevailing physician world view that separates the body from the mind 
and biology from social behavior" (Pfifferling 1981: 198-199). According to Young, "in the West, 
the social power of medicine is nearly monopolized by a single class of specialists—physicians. In 
other societies, medical systems are more pluralistic in the sense that one sort of diagnostician / 
therapist may ‘own’ certain etiologies and not others" (1980: 112). These etiologies pertain to both 
"disease," (regarded by the biomedical "explanatory model" as physiological malfunctioning) and 
"illness" (regarded by folk and popular sector explanatory models as the personal and social 
experience of physiological malfunctioning). As for stress related disease and illness, "the cultural 
construction of illness as a psychosocial experience entails complex. . . processes that both feed 
back to affect disease and play a role in the process of healing disease and illness" (Kleinman 1978: 
90). It is the experience of illness, not disease, that primarily motivates people to seek alternative or 
traditional health care (Leslie 1980). It is illness, moreover, particularly of the psychiatric kind, 
which implies an ancillary role for alternative or traditional healers in the context of simultaneous, 
complementary non-official / official sector treatment of patients (Young, A. 1983). 


There is no general model of medical pluralism yet evident in the Canadian health care 
literature, although Masi (1988a, 1988b, 1988c, 1989a, 1989b, 1989c), a physician, has 
developed a framework for multicultural medical practice. Masi essentially argues that in view of 
Canada's growing cultural diversity, physicians should re-orient themselves toward providing 
culturally appropriate health care which would help reduce the economic, linguistic, and racial 
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barriers faced by members of minority groups. Culturally appropriate health care, moreover, is 1n 
line with Canadian health promotion as it has evolved from Lalonde in the early 1970s to Epp in 
the late 1980s—a promotional strategy which calls for greater CIH in Canada. 


Garro (1988b, 1988c, 1989, 1990), in addressing culturally appropriate health care, with 
specific reference to traditional Native healers in a rural Manitoba Ojibwa community, shows that 
these healers are a respected, alternative source of medical advice and treatment. Diabetes, a major 
health problem, is viewed by community members as a whiteman's sickness that is linked to 
destruction of the traditional Native way of life, contamination of the environment, and 
consumption of store bought food and alcohol. Both biomedical and traditional practitioners are 
seen as controlling, but not curing, diabetes. Traditional healers tended to be consulted 
sequentially, when biomedical treatment for diabetes and other health problems had proven 
ineffective, and concurrently, when patients wanted to understand the complex etiology 
surrounding a particular illness. Waldram and Layman (1989: 41-47) and Waldram (1989, 1990a, 
1990b, 1990c), in addressing health care utilization by urban Native people in Saskatoon, show 
that they utilize biomedical services provided in two inner city health clinics in much the same way 
as non-Natives of similar socioeconomic status. These urban Native people’ maintain a strong 
attachment to traditional medicine, consult with traditional healers on a sequential and concurrent 
basis, and envisage few difficulties in making traditional healers available in clinics staffed by 
biomedical personnel oriented toward culturally appropriate health care.20 


Gregory, in studying the relationship between traditional Native healers and MSB nurses in 
northern Manitoba, maintains that "a resurgence and revitalization of traditional Indian health care 
practice is taking place on reserves in Canada. Traditional Indian healers in northern Manitoba are 
at the centre of a cultural renaissance in health care" (1989: 163; see also Gregory 1988b). 
Gregory's research revealed that about half the MSB nurses surveyed referred patients to 
traditional healers for counselling when the nurses encountered a health problem they could not 
resolve or when they noticed patients becoming frustrated with biomedical treatment. The MSB 
Manitoba Region, moreover, provides a transportation subsidy to patients who wish to consult a 
traditional healer within the province or elsewhere. Gregory and Stewart report that at a 1986 
workshop in The Pas, four traditional healers openly discussed their knowledge with health care 
professionals: 


The Creator is the source of all plants used for medicine and healing, they believe, and the 
knowledge of these plants is passed from generation to generation. Indian medicine is available 
to all those, Native and non-Native, who appreciate the traditional healer and his or her art; 
some of the healers have certain specialties in terms of their treatment regimes... . There is no 
price attached to healing... . The healers reviewed the history of their work and said that many 
medicine men and women had either stopped their healing practices or had gone underground 
because of sanctions imposed on them by non-Natives. Now, they said, they are beginning to 
emerge again, and are willing to share what they know with non-Natives who show a sincere 
interest in the art of traditional healing (1987: 26-27). 


Well documented cases of traditional healers sharing their knowledge with outsiders are rare in 
the Canadian health care literature, but Morse, Young, and Swartz (1991), Young, Swartz, and 
Ingram (1988), and Young, Ingram, and Swartz (1988a, 1988b, 1989) report on various aspects 
of the 1984 Psoriasis Research Project, by way of which a Cree healer from northern Alberta, 
Russell Willier, who believes that Native medicine has value, and who claims to have a cure for 
psoriasis, agreed to let this belief and claim be assessed by an interdisciplinary team of 
anthropologists, physicians, nurses, and chemists. It was found that the healer's holistic approach, 
encompassing religious rituals, herbal remedies, and sweatlodge ceremonies, was effective in 
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moderately or significantly alleviating the psoriasis of about half the 10 patients treated, all of 
whom were non-Native. Although the research was unable to measure the precise pharmacological 
and psychological effects of treatment, chemical analysis of one of the herbal remedies indicated 
that it possessed some antibacterial properties, and that the rituals and ceremonies used by the 
healer are effective in reducing the stress that may contribute to psoriasis. 


Russell Willier, like the Manitoba healers referred to above, and like Albert Lightning referred 
to earlier in this review, believes that Native culture is being regenerated. In the words of one 
prominent anthropologist, "Russell Willier is not alone in asserting the worth of Native tradition, 
insisting it should take a place among the great traditions honored and supported by the Western 
world. Black Elk could not, in his lifetime, overcome the marginalization of his people. Willier's 
generation is not going to be pushed back" (Kehoe 1991: 116, emphasis added). 


In terms of Native CIH in Canada, the authors are aware of only one participatory model built 
around viable collaboration between traditional Native healers and physicians, namely, the Kenora 
Native Healers Program (KNHP), which has generated a small literature (Torrie, Peterson, and 
Skead 1982; Health and Welfare Canada 1984d; Bopp 1985: 74; Gagnon 1989). The KNHP was 
established in 1978 when the Kenora Pow Wow Club, a group of Native people interested in 
promoting sobriety and traditional cultural activities, requested that the Lake of the Woods Hospital 
employ a traditional healer. The hospital board agreed to the request, subsequently consulting with 
local respected elders, who suggested that traditional healers be brought to Kenora as consultants 
to restore traditional healing practises to a high standard. The hospital board helped obtain funding 
from the Ontario Ministry of Health, and in 1979 a fulltime KNHP coordinator was hired. In the 
early 1980s the KNHP featured visiting healers from Alberta, Arizona, Minnesota, and Wisconsin, 
who instructed local healers in proper techniques and relevant beliefs. There were several 
sweatlodge ceremonies a week and frequent pow wows in a nearby Native community. By the 
mid-1980s there was an effective system of collaboration in place whereby over half the hospital 
physicians were referring patients to healers and elders for a variety of illness related reasons. 


The use of holistic health empowerment in a number of participatory models of Native CIH in 
Canada, the apparent pattern of sequential and concurrent Native utilization of traditional healers, 
the MSB Manitoba Region type of referral to traditional healers by nurses, the apparent openness 
on the part of some Native traditional healers to revitalizing and sharing their knowledge, and the 
KNHP type of revitalization, sharing of knowledge, and collaboration between physicians and 
traditional healers suggests one possible model for integrating biomedicine and Native traditional 
medicine, whereby the physician treats the disease while at the same time referring the patient to the 
traditional practitioner for management of the illness: 


Systematizing this model would ensure that the best of both systems were utilized. The 
scientific practitioner can deal with organic disturbances, and his or her traditional counterpart 
can manage secondary anxiety or the question of 'why.' The important element of such a 
model is that the traditional healer could function autonomously without his or her values or 
image being unduly adulterated. By having official endorsement, the whole practice of 
traditional medicine would be remystified, with those healers selected granted an extraordinary 
and deserved degree of recognition (Rappaport and Rappaport 1981: 780). 


This is not to deny the importance of the pharmacological aspect of Native medicine or to 
restrict Native healing practices to the domain of Native psychotherapy, but simply to indicate the 
area of traditional practice which is most likely to be perceived as beneficial by the orthodox 
medical establishment. This model, despite its somewhat limited understanding of the full 
complexity of Native medicine, emphasizes the complementarity of the Native and orthodox 
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systems and thereby helps pave the way for the kind of cooperation which could provide 
significant benefits to the Native community in Canada, as well as to many non-Natives interested 
in alternative approaches to health and healing. 


This model is suggested only as an example of one of many possible types of relationship 
between Native healing practices and modern biomedicine. It is beyond the scope of this review to 
classify and evaluate such models, or to provide specific recommendations for policy makers. 
There is a need for such a policy-oriented document but before embarking upon such a project, it 
would be wise to review the extensive international literature on experiments which have attempted 
to interface traditional and modern medicine. Hopefully, the above review of the literature on the 
Canadian situation will provide an important component of such an international review. 


In summary, even in the absence of an extensive Canadian literature, it is possible to say that 
traditional Native medicine is relevant to Native CIH in Canada insofar as it empowers a number of 
participatory models of Native CIH, it continues to be utilized by both rural and urban Native 
people, and it 1s the basis for at least one participatory, collaborative model between the non- 
official and official health care sectors. Clearly, more research is needed on the potential role of 
Native medicine in community health care models as Native CIH continues to build momentum. 
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VV Conclusion 


This literature review has identified and described the various strategies that have been utilized by 
the Native people of Canada since the 1970s to achieve a more active, participatory role in their 
own health care delivery. At this level, the review has revealed a dynamic variety of participatory 
strategies, most of them dating from the Indian Health Policy of 1979, which reaffirmed the 
emerging Canadian health promotion framework, the Canadian endorsement of the Alma-Ata 
Declaration on primary health care, and the views of Canadian Native people themselves to the 
effect that increased Native involvement in health care delivery is a fundamental prerequisite to 
improving their health status. 


The review has found two major gaps in the literature, namely, the lack of detailed case studies 
and the lack of broadly comparative studies. The literature has shown in a general way how 
Canadian Native people have been moving away from an institution centred and toward a 
community centred health care system. They have been accessing a wide variety of resources and 
programs, including the CHR program, the NNADAP, the Health Program Transfer Initiative, the 
Indian and Inuit Health Careers Program, and Employment and Immigration Canada job creation 
funding, as well as provincial, municipal, university, private foundation, and hospital sources of 
support; and they have been establishing their own support mechanisms, such as health authorities, 
professional associations, and health care professional training programs. They have been 
engaging in extensive intersectoral collaboration with respect to these programs, resources, and 
support mechanisms, and they have been initiating a wide variety of health care projects, from 
community health centres to specific health services. 


The literature, however, with few exceptions, has not revealed the comprehensive, substantive 
details as to how Native people are making the important transition to community centred health 
care and as to how specific participatory efforts relate to wider regional or national efforts. These 
gaps in the literature suggest the need for research focused directly on human organizational 
dynamics, on how Native people are effectively building local cultures of health care, and on how 
they are effectively collaborating to erect cross-cultural superstructures of health care. 


This review has found no major inconsistencies in the relevant literature, because the literature 
is almost entirely descriptive and non-theoretical. 


The community involvement in health (CIH) conceptual framework has proven useful in 
attempting to create a degree of order out of a most interesting but rather chaotic literature. The CIH 
processual interpretation of preventive health care (PHC) has allowed a number of "soft" indicator 
requirements to be put forward, which are implicitly addressed in the literature in varying degrees. 
It has also allowed the community health committee, whether formal or informal, to be identified as 
a pivotal CIH strategy. The community health committee, in terms of which a concerned 
community group decides to take concrete action on a particular health care concern, has been 
shown in many instances to be the best vehicle for CIH empowerment, which often involves 
holistic health empowerment. A community health committee can become a Native health authority 
or a Native community health centre, and it often leads directly to various kinds of innovative 
programs, projects, groups, or centres. 


A fully developed theoretical and practical model of Native CIH in Canada is needed, and 
comprehensive, substantive case studies and broadly based comparative studies would help define 
appropriate, "hard" CIH indicators. It is likely that such a model, based as much on political 
economy as on cultural pluralism, would constitute the foundation for a theory of multicultural 
health care in Canada. 
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This review has found Native traditional medicine, defined in terms of holistic health 
empowerment, to be relevant to and indicative of Native CIH in Canada, but more case study, 
comparative, and organizational research is needed before its precise relevance and potential role 
can be ascertained. 


Finally, this literature review suggests the need for an inventory of major Native participatory 
models in Canada. A proper inventory should use some of the indicators suggested in the review to 
create a classification scheme which systematically organize participatory projects by type, and 
which allows different projects to be compared in terms of variables such as history, goals, 
Structure, and support mechanisms. The inventory should also indicate contact persons and 
provide information on studies (both published and published) pertaining to each project. Such an 
inventory would undoubtedly be a valuable source of information for Native health authorities and 
professionals planning CIH empowerment in the 1990s, as well as for scholars and government 
decision makers. 
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The term "Native" is used in this review to refer to the Indian, Inuit, and Métis peoples of 
Canada, as defined under Section 35 of the Constitution Act of 1982. In the late 1980s there 
were about 340,000 Status Indians in Canada, 27,000 Inuit, and 25,000 Métis, as well as an 
estimated 750,000 Native people of indeterminate legal status (Muir 1988; Irvine 1990). The 
terms "First Nations" is used to refer to Status Indians comprising the almost 600 Indian Bands 


in Canada. 


Gilmore (1979) describes the dispute over non-insured health care benefits leading up to the 
1979 Indian Health Policy. 


The Advisory Commission on Indian and Inuit Health Consultation (1980) recommended that 
the NIB's National Commission of Inquiry on Indian Health be funded at $150,000 per year. 
However, during the course of this review no published information could be found as to the 
precise work or achievements of the NIB commission. 


Dunn (1986) indicates that the Native Council of Canada has a complex constituency of over 
750,000 people, including off-reserve Status Indians, Non-Status Indians, Native people who 
were never registered under the Indian Act or were struck from the register by the federal 
government, Non-Treaty Indians, Indians who are registered under Bill C-31 but do not yet 
have particular First Nation membership, various Métis peoples, Native people living in mixed 
Non-Status and Métis communities, Native people living adjacent to reserves or in rural 
isolation, and urban Natives. 


Speck (1987) provides a detailed case study of the events surrounding the Alert Bay inquiry. 
Young offers this "defence" of the Sioux Lookout Project PHC system: 


While it is easy to criticize a health care system for its imbalance of curative and preventive 
components, one should recognize that these components are not entirely separate. 
Categorizing a particular program or service as curative or preventive is at best arbitrary 
and, in fact, can be a strategy adopted to serve political purposes... . A more global 
approach to the improvement of Indian health is one that views disease and poor health as 
socially determined. Hence the solution must lie beyond mere improvement of medical care 
or even public health (1988b: 132-133). 


Borsellino (1989b, 1989c) reports the views of some of the medical personnel at the federal 
and provincial hospitals in the town of Sioux Lookout. 


Egan, a nurse, writing in the Canadian Family Physician, plainly indicates the scope of 
transcultural nursing: "The Inuit had to learn about us when we interrupted their way of life, 
and although we cannot compensate for all the negative experiences. . . we can at least try to 
understand and respect their feelings. No longer should we consider ourselves as authority 
figures" (1988: 2691). Mardiros (1987), also a nurse, writing in the Canadian Nurse, 
perceives the transcultural orientation as integral to PHC, while Doucette (1989), another 
nurse, argues that MSB nurses are being reoriented toward becoming facilitators of CIH, as a 
result of the Health Program Transfer Initiative. An Association of Native Physicians in 
Canada is currently being organized, which is based, in part, on the Association of American 
Indian Physicians model (personal conversation with University of Alberta Native medical 


student Johnny Brisebois). 
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Federal / provincial jurisdictional problems in Native health care are considered briefly in 
Storch (1985) and more substantively in Bostrom (1984a) and Weller and Manga (1988). The 
1989 Health Transfer Forum featured four workshops on these problems, and one of the 
generalizations arrived at was as follows: "Whether the federal government's jurisdiction over 
Indians and Reserve lands supersedes the provinces’ jurisdiction over health has never been 
tested in the courts, so there is still uncertainty in this area" (Union of Ontario Indians and 
Assembly of First Nations 1990: 20, emphasis added). As for the newly elected premier of 
Ontario, Lechky reports that "he promised not to play the game of jurisdictional buck-passing 
with Ottawa... and said he will commit money and manpower to the transfer of control of 
existing health programs and facilities to Native hands" (1991: 195). The MSB / DIAND 
jurisdictional problem is described by Frideres (1988). Some provincial Native health care 
policies are considered in Connop (1983), Anderson (1984), Bostrom (1984b), and Frideres 
(1984). ; 


Rhoades, Reyes, and Buzzard (1987) provide a valuable overview of the United States Indian 
Health Service, pointing out that more viable American Native participation in health care was 
made possible by two 1974 pieces of legislation, namely, the Indian Self-Determination and 
Education Assistance Act and the Indian Health Care Improvement Acct. 


The National Native Women's Association and the National Association of Friendship Centres 
have national constituencies and are supported in part by the Secretary of State of Canada, but 
there is little specific information available in the literature as to their views on Native 
community involvement in health care in Canada. 


O'Neil (1990a) further argues that the two currently conflicting visions of the political future of 
the Northwest Territories, namely, the territorial scenario, which envisages primary public 
authority for all community services being vested in municipal government structures, and the 
regional scenario, which envisages the division of the Northwest Territories into Nunavut 
Inuit) and Denedeh (Dene), are absorbing creative energy and delaying ongoing Native CIH in 
the North. 


The 1989 Health Transfer Forum logo, designed by Native artist T.B. Maracle (Health and 
Welfare Canada 19901), appears prominently on the cover of First Nations' Health Transfer 
Forum, November 28-30 1989 (Union of Ontario Indians and Assembly of First Nations 
1991). 


The Swampy Cree Tribal Council (1990a) provides an in-depth argument regarding the treaty 
right to comprehensive health care, with the argument centering around federal promises made 
or implied in Treaties 3, 6, and 8. 


The International Grenfall Association, now called the Grenfall Regional Health Services 
(GRHS), constitutes a rare example of government contracting out regional health care delivery 
to a private agency. The GRHS is mentioned briefly in Weller (1981), Sarsfield (1982), 
Toumishey (1982), Williams and Edwards (1985), and Andrew (1990), but there is as yet no 
comprehensive case study of this agency. 


Clarkson (1977) studied the health care situation in the North Battleford area at the request of 
Marc Lalonde, the Minister of Health and Welfare Canada responsible for initiating Canadian 
health promotion (see again Lalonde 1974). 
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17 The KMHC has been so successful in assuming control over health care delivery that at the 
1989 Health Transfer Forum, Kahnawake Chief Joseph Delaronde told the Minister of Health 
and Welfare Canada that his community has little interest in the Health Program Transfer 
Initiative (Beatty 1991: 69). 


18 Balint Groups were named after Michael Balint, a British psychiatrist who in the 1950s 
developed seminars for family physicians on the psychiatric problems that they were likely to 
encounter in their patients (Brant 1982). 


19 Swann (1990) indicates that a related CHR training program exists at the Arctic College 
Nunatta Campus at Iqaluit. 


20 Sequential and concurrent consultation with traditional healers is also reported by Kennedy 
(1984), in a case study of a Native patient who sought a variety of treatments for leg ulcers 
over a 40-year period. Waldram (1990) provides a comprehensive review of the literature on 
traditional healing, but without specific consideration of its relevance to Native CIH in Canada. 
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Appendix I 


Native CIH Models in the Literature 
National Native Support Mechanisms 


First Nations. Inuit, Non-Status Indians, Métis, and Urban Natives 


National Native Advisory Council on Alcohol and Drug Abuse 
First Nations 


Assembly of First Nations Program Support Secretariat * 
Proposed First Nations Health Commission 


Inuit 
Inuit Tapirisat of Canada 


Métis. Non-Status Indians, and Urban Natives 


Native Council of Canada * 
National Association of Friendship Centres * 


Native Women 
National Native Women's Association * 
Professional Associations 


Indian and Inuit Nurses of Canada 


National Indian and Inuit Community Health Representatives Organization * 


Conferences and Periodicals 

National Indian and Inuit Health Conference (1983) 
Health Transfer Forum (1987, 1989) 

Native Studies Review 

Four Worlds Exchange 

Regional Native Support Mechanisms 
Professional Associations 

CHR Association of Alberta * 

Regional Native Health Authorities 

Cree Regional Board of Health and Social Services 


Kativik Regional Board of Health and Social Services * 
Alberta Indian Health Care Commission * 
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Baffin Regional Health Board 

Labrador Inuit Health Commission 

Nisga‘a Valley Health Board * 

Prince Albert District Chiefs Health and Social Development Committee * 
Yellowhead Tribal Council * 


Regional Empowerment Approaches 
Transfer Based 


Conseil de la Nation Huronne Wendat Transfer Agreement 

Conseil Attikamek-Montagnais Transfer Agreement 

Nuu-Chah-Nulth Tribal Council Transfer Agreement 

Nisga'‘a Valley Health Board Transfer Agreement 

Swampy Cree Tribal Council First Nation Pre-Transfer Planning Process 1 


Non-Transfer Based 


Cree Nation Tribal Health Centre * 

Four Worlds Development Project 

Northeast Saskatchewan Community Health Development Process 
Vancouver Island Native Infant Program 

Pehtabun Community Mental Health Program 

Labrador Nutrition Education Improvement Project * 


Local Native Health Authorities 


Blood Tribe Board of Health * 
Dene Nation Health Department * 


Local Participatory Strategies 
Rural Health Centres 

Kateri Memorial Hospital Centre 
Peguis Health Centre * 

Nimpkish Indian Health Centre * 
Urban Health Centres 


Battlefords Indian Health Centre 
Anishnawbe Health Toronto 


Transfer Based 


Sandy Bay Health Program Transfer Agreement 2 
Mathias Colomb Health Program Transfer Agreement 
River Desert Health Program Transfer Agreement 
Montreal Lake Health Program Transfer Agreement 3 
William Charles Health Centre 


Rural Projects, Programs, Groups, or Centres 


The Pas Native-Controlled MSB Nurse 
Leonard Miles Memorial Centre 

Alkali Lake Alcohol Prohibition Strategy 4 
Hollow Water Reserve Group 

Rainbow Lodge Recovery Centre 

Kenora Native Healers Program 


Urban Programs, Projects, Groups, or Centres. 


Native Child and Family Services of Toronto * 
Native Men's Residence (NA-ME-RES) 
Balint Group 

Services to Native Children Program 

Native Services Program 

Native Women's Transition Centre 

Prenatal / Postnatal Counselling Program 
Wasakaw Pisim Native Liaison Project 

Urban Native Working Group 

Fort McMurray Regional Hospital Native Liaison Worker 
Iskwew: Women Helping Women Project 

St. John's Native Friendship Centre 5 


Access and Training Opportunities 


First Nations Health Care Professions Program * 

Northern Baccalaureate Nursing Program 

Northern Native Indian Professional Nursing Program * 

Native Health Career and Recruitment Program * 

Arctic College Community Health Representative Program 

Yellowhead Tribal Council Health Development Administration Certificate Program 
Native Community Care: Counselling and Development Program — 

Nechi Institute on Alcohol and Drug Education 


Notes: 


* Indicates a conspicuous gap in the Canadian health care literature. 

1 Designated the "prototype" of tribal council pre-transfer planning processes. 
2 Preceded by the Sandy Bay Community Health Demonstration Project. 

3 Designated the "prototype" of band-level health program transfer agreements. 


4 Designated the "prototype" of NNADAP supported local alcohol prohibition strategies. 
®) 


Designated the "prototype" of Native friendship centre health care activities. 
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Appendix II 


Non-Native Support Mechanisms 
Medical Services Branch | 


CHR Program 

Indian Health Policy 

MSB Contribution Funding Agreements 

NNADAP 

Devolution of Health Care to the Northwest Territories 

Health Program Transfer Initiative 2 

Nursing Interchange Program 

MSB Manitoba Region Health Program Committee 

MSB Manitoba Region Community Health Committee Training Workshops 
MSB Manitoba Region Transportation Patient Consultation with Traditional Healers 
MSB Alberta Region Health Program Committee 

Health Transfer Newsletter 

Indian and Inuit Health Careers Program 

National School of Dental Therapy 


Other Federal Government 


DIAND 
Secretary of State of Canada 


Provincial 


James Bay and Northern Quebec Agreement, Section 14 
Ontario Ministry of Health District Health Council Program 
Manitoba Department of Health and Social Development 
Manitoba Health Services Commission 

Saskatchewan Department of Health 

Alberta Native Children's Mental Health Project 


Municipal 


Regina Health Department Native Program 
Edmonton Board of Health 


Hospital 


Montreal General Hospital 

Toronto Hospital for Sick Children 

Lake of the Woods Hospital, Kenora 

Churchill Health Centre 

University of Manitoba Health Sciences Centre 
St. Boniface General Hospital 

Regina General Hospital 

Fort McMurray Regional Hospital 
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University 


University of Saskatchewan Northern Medical Services Program 
University of Manitoba Northern Medical Unit 

Sioux Lookout Zone Project Mental Health Program 

McGill Baffin Program 

Athabasca University 

Northwest Community College, Terrace 


Private Groups and Foundations 


Indian and Inuit Committee of the Canadian Pediatric Society 
Donner Canadian Foundation 

Northwest Territories Council of St. John Ambulance 
Canadian Public Health Association 

Canadian Council on Multicultural Health 

Canadian Nurses Association 

Canadian Medical Association 


Access and Training Programs 


University of Manitoba Special Premedical Studies Program 
University of Toronto Indian Health Careers program 

University of Alberta Native Health Careers Program 

Cariboo College Native Health Careers Access Program 

Memorial University Outpost Nursing and Nurse-Midwifery Program 3 
Blue Quills Grant MacEwan Community Diploma Nursing Program 
Northern Nursing Education Program 

Red River Community College Inner City Nursing Project 

Alberta Vocational Centre CHR Training Program 4 


Conferences and Periodicals 


International Congress on Circumpolar Health 
Canadian Journal of Native Studies 

Canadian Journal of Public Health 

Canadian Medical Association Journal 
Canadian Family Physician 

Canadian Nurse 

University of Manitoba Medical Journal 
Manitoba Medicine 


Notes: 


1 Clearly, the MSB is the major non-Native CIH support mechanism, with Native people 
constituting about 25 percent of its staff members, mainly in the lower echelons. The whole 
area of non-Native CIH support mechanisms constitutes a major gap in the literature. 

Preceded by the Community Health Demonstration Program 

Designated the "prototype" of MSB outpost nurse training programs 

4 Designated the "prototype" of MSB CHR training programs 
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